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SECTION 1 



INTRODUCTION 



Background 

1.1 This report outlines the main issues the 

research advisory group of the joint Department of Health/Home 
Office review of services for mentally disordered offenders a d 
others requiring similar services and sets out its conclusions 
and recommendations. The report is intended to be read alongside 
the reports from the other advisory groups of the review. J h °se 
of the community, hospital and prison groups were issued r 
consultation in November 1991 together with an overview document. 
The reports of the academic development, finance and staffing and 
training groups are being issued simultaneously with this repor . 

Terms of reference 

1.2 The terms of reference for the review as a whole are. 

"To plan, co-ordinate and direct a review of the health and 
social services provided in England by the National Hea 
Service, the Special Hospitals Service Authority and local 
authorities for mentally disordered offenders (and those 
requiring similar services without having come before the 
courts) with a view to determining whether changes are 
needed in the current level, pattern or operation of 
services and identifying ways of promoting such changes, 
having regard to: 

the development of new arrangements in the National 
Health Service and the proposals for the development 
of community care ; 

the implications for National Health Service forensic 
psychiatry of action to follow up the repor ° 

Home Office Efficiency scrutiny on the Prison Medical 

Service; 

any relevant recommendations of the inquiry into the 
Manchester Prison disturbances (the Woolf Inquiry) and 
other prison related inquiries; 

and including consideration of: 

the present arrangements for funding services and 
service developments and their possible improvement, 

relevant research and studies. 

To produce regular reports to the Department of Health and 
Home Office on the progress of the review and its ± g , 
together with its recommendations . 

The review will be concerned essentially with assessing how 
services should be developed within existing egis * 

It is not intended as a review of the law. However, the 
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steering committee may propose amendments to the law if it 
considers that they would materially further the longer term 
objectives of the review." 

1*3 The steering committee for the review set up the research 
advisory group which adopted the following terms of reference: 

"To prepare a draft strategic plan for research in the field 
of mentally disordered offenders, including priority areas 
for action. In light of the draft plan to consider research 
projects already completed in this field, those presently 
in progress and those planned and agreed and to determine 
other areas of research (whether medical or social) which 
need to be undertaken. To consider with the staffing and 
training group of the review how the academic base for 
research into mentally disordered offenders might best be 
expanded." 

1.4 In the event a further group was set up to consider the 
expansion of the academic base comprising members of the research 
advisory group and the staffing and training group and this will 
be the subject of a separate report. 

Membership 

1.5 The membership of the research advisory group is set out at 
Annex A to this report. 
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SECTION 2 - THE NEED FOR A RESEARCH STRATEGY 

2.1 The responsibility for the provision of services for 
mentally disordered offenders is spread across many organisations 
and government Departments. The Department of Health, the 
Special Hospitals Service Authority, other health authorities, 
social services departments, the Home Office, prisons, the wider 
criminal justice system including the probation service, the 
courts and the police all have responsibilities for the provision 
of health and social services for this group. Housing, 
education, employment and social security services are also 
involved in many cases . 

2 . 2 These organisations may sponsor or undertake research 
related to their own specific needs or perceived problems with 
service delivery. There is, however, insufficient dialogue 
between these organisations which may result in an unco- 
ordinated approach to research. This is accentuated by a further 
lack of consultation between some organisations and the academic 
research councils (in particular the Medical Research Council and 
the Economic and Social Research Council) and the Universities 
over research activity in this field. There are formal 
arrangements for consultation between the Department or Health 
and the Medical Research Council, but most fundamentally, while 
there is ready dialogue between the Department of Health and the 
Home Office, the Department of Education and Science has remained 
apart . 

2.3 The need for a multi-disciplinary approach to research 
reflecting the nature of the provision of services for mentally 
disordered offenders, was agreed and emphasised. Effective 
research is best encouraged with forethought as to its content, 
relevance, priority or potential usefulness. At present 
government Departments and other bodies funding research may not 
always collectively make the most effective use of the resources 
and expertise available to them. Research projects, which in 
themselves are correctly designed may prove to be of limited 
value if sponsoring organisations do not appreciate the full 
implications of the results and/or the research team is 
ineffective in promulgating its results. Where wider issues are 
identified and additional work recommended, these may not be 
followed up in the absence of formal response to more important 
projects or an overall plan in which much of the research is set. 

2.4 Where research is commissioned by large organisations which 
sponsor many separate and ostensibly independent projects, a 
fairly consistent approach to research can evolve, even if there 
is no formal strategic framework. In a field such as that around 
mentally disordered offenders, however, where there are numerous 
organisations involved, many with limited scope for undertaking 
or sponsoring research and links with other services such as 
general mental illness, substance abuse and the wider criminal 
justice system, a consistent and effective approach to research 
could be achieved only within the framework of an overall 
strategic plan for research agreed and supported by all relevant 
organisations . 
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2.5 It is, however, important to take care that the development 
of a strategic framework for research does not undermine academic 
freedom and individual initiative. The overall strategic plan 
must be sufficiently flexible to ensure that basic and 
theoretical research in new areas is allowed to develop alongside 
more applied and service related research which might be seen to 
have more immediate application. 

2.6 One of the most fundamental difficulties with research into 
the problems generated by mentally disordered offending is that 
there is a minimal academic base from which this can follow. 
There is only one University Funding Council funded chair in 
forensic psychiatry in England and Wales at present, with two UFC 
funded support posts - a clinical lecturer and a secretary. The 
position in criminology is slightly healthier, but posts in 
academic law tend to be isolated and posts in academic forensic 
social work non existent. The National Health Service has 
sponsored some additional academic posts, including a personal 
chair in forensic psychiatry but of necessity these carry a heavy 
service commitment and some are isolated. 

2 . 7 We recommend the establishment of a more extensive academic 
base in forensic psychiatry and allied disciplines . Without 
this, strategic planning of research must remain minimal, 
dependent principally on direct service demand and popular whim. 
Fundamental disorder based research is as important in this field 
as in any other health domain. (See also the academic 
development group report . ) 

2 . 8 We further recommend the development of a national strategic 
plan for research in the field of mentally disordered offenders . 

2.9 Initially, in order to take forward the development of such 
a plan, monitor its effectiveness and maintain its relevance, it 
is likely that a national committee with membership from each 
relevant discipline and from key bodies with an interest in 
sponsoring research would be helpful. In no way however, could, 
or should, this committee substitute for a proper academic 
establishment. It is envisaged that this committee would, 
pending adequate academic development, seek primarily to inform, 
influence and persuade other organisations sponsoring research 
in this field to reach decisions in accordance with the agreed 
strategy. Government Departments could use the committee as a 
forum to facilitate their development of a proactive approach to 
research in this field. 

2*^0 r ecommend the early establishment of a national committee 
for research on mentally disordered offenders. 
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SECTION 3 - THE PRINCIPLES FOR A RESEARCH STRATEGY 



3 . 1 Any strategic research strategy would need to include and 
bring together research in the following areas: 

i. social policy; 

ii . basic research in medicine, psychiatry, psychology and 
criminology; 

iii. service delivery; and, 

iv. legal and penal practice. 

3 . 2 Within these strands of research there are a number of 
models for generating research. These might be described as: 

i . the passive model 

This is a commonly adopted model, involving reacting to 
researchers who come forward with their own project 
proposals. Initiative rests entirely (at present) on small 
number of researchers; 

ii * the passive- cum- active model 

In this model the sponsoring organisation determines its 
research priorities and objectives and makes these clear to 
prospective researchers, encouraging them to put forward 
proposals in these areas; 

iii . the interactive model 

This model fosters the interaction between the organisations 
sponsoring research and the researchers themselves. The 
scope of the research becomes more clearly defined. Often 
linked to a group of workers with formal or close links to 
the sponsoring organisation, it depends on the 
identification of a cluster of researches in the field to 
evaluate informed debate; 

iv . the directed evolution model 

This model involves deliberate and extensive planning of 
research objectives, with successive phases of research 
designed to complement and inform each other . 

3.3 This is a simplified view of strategic research models but 
provides a flavour of the issues to be considered. Each has its 
weaknesses and its strengths. 

3.4 The passive model generates a short term approach to 
research and no real policy develops. It is unlikely to 
stimulate interest in an area of low research activity. 
Individual, independent and unsolicited projects however can be 
quickly supported and in a field such as that of mentally 
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disordered offenders, this may be an advantage. Basic research 
is required urgently. Truly innovative projects may emerge 
through this route and nothing should inhibit this possibility. 

3.5 The passive-cum-active model can ensure some co-ordination 
of research effort and a longer term view of the issues. This 
approach has the advantage of stimulating some initiatives . The 
dangers are that it could result in loss, or suppression, of good 
and important research which happens to fall outside the 
designated sphere. 

3 . 6 The interactive model can produce research which covers a 
topic in depth, but which may fail to consider wider issues. 

3.7 The directed evolution approach provides a long term focus 
for research but requires a great deal of effort and funds to set 
up and again can inhibit research not directly associated with 
it. It may, however, offer the best chance of catalysing an 
attitudinal change among grant giving bodies which at present 
tend to give mentally disordered offenders a low priority. 

3.8 Ideally, any strategic plan would adopt the best features 
from each of these models in light of the varying policies of 
sponsoring organisations. Each will conform to one or more of 
the above models and the strategic plan should be sufficiently 
flexible to take account of this. In this field, however, some 
longer term studies are likely to be needed. Support for the 
maintenance and evolution of sound research is as important as 
the generation of wholly new projects. 

3.9 In order to be successful a research strategy should follow 
these principles: 



i. it should have well defined, long term objectives, as well 
as short term goals, which specific research projects will 
be expected to meet; 

ii. within these objectives researchers should have as much 
flexibility as possible; 

iii. the research should have, where appropriate, a multi- 
disciplinary approach; 

iv. individual projects should be co-ordinated; 

V ' ^l r ? Search e £ f ° rt sh °uld be able to evolve and build upon 
what has come before; 



vi. 



the strategy should be monitored and developed; 



V11 ' 1 : i" ks should be set up and maintained with all 

th! tta?ted°v® S ^° nSOr t lg research in this field, both within 
the United Kingdom and overseas . 
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SECTION 4 - THE DELIVERY OF A RESEARCH STRATEGY 

4.1 We recognise that discussion of organisational models can 
appear somewhat bureaucratic if viewed in isolation from the 
research topics which they intend to foster , particularly as 
details of the models can be set out in broad terms only at this 
stage. Nonetheless, it is insufficient to set out the principles 
of a strategic plan for research without also giving thought to 
how the plan might be developed and delivered. A number of 
options for delivering the strategy have been considered within 
the research advisory group and are now presented for wider 
discussion. 

i . a standing research committee with expert sub— committee s 

A national committee would be set up to establish reseaich 
priorities and oversee the development of a research programme . 
It may be necessary for smaller expert groups to consider 
discrete areas for research or for additional individual experts 
to be co-opted, or both. These groups might formulate an 
informed perspective of issues in relation to a given topic# 
clarify the question to be addressed and therefore the kind of 
research effort required and its feasibility . They might provide 
research programmes for endorsement by the national committee. 

ii . a national forensic psychiatry research cen tre 

This option envisages a national centre for forensic psychiatric 
research which would support a number of research and 
clinical/research posts in several disciplines. The centre would 
be expected to liaise closely with all relevant academic 
departments, with central government and with relevant overseas 
groups. It would create and influence policies which would 
facilitate a co-ordinated and complementary approach to research 
relating to mentally disordered offenders; 

iii . a network of academic units 

This option would involve setting up several integrated units 
which would provide both a clinical and research service. These 
units would be linked with existing services for forensic 
psychiatry, principally the special hospitals, regional secure 
units and prisons, as well as community services. It might be 
expected that each unit would develop its own interests and 
expertise and would put together research programmes which 
reflected these. It is essential that each also had a base or 
bases within a relevant university or polytechnic department. 
Sound research cannot develop in isolation from such departments; 
practical research requires the clinical links; 

iv. enhancement of existing research units 

This option would involve increasing the profile of mentally 
disordered offender research and representation of experts in the 
field within existing structures such as the Home Office Research 
and Planning Unit, the National Health Service Research 
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Committee, regional health authorities, the prison service, 
probation service, police and other organisations. 

4.2 The group considered that the most realistic approach would 
be to develop a core of multi-disciplinary core departments, each 
at the centre of a network of academic units which would identify 
and foster links to other relevant academics, probably scattered 
across a number of academic institutions and with appropriate 
NHS, social and probation services and criminal justice 
practitioners. This structure is set out diagramatically : 



Core Department - Academic Unit - Individuals 
(probably in University) in University, anywhere with 

Polytechnic, relevant 

Hospitals interest and 

experience 

It is not possible at present to determine how many core 
departments might be needed. Initially, it would be unlikely to 
be more than five or six, with a reasonable geographical spread, 
xiie academic development advisory group report has recommended 
further thought to criteria for determining precisely where 
future academic expansion should take place, taking into account 
Jn.6 need for a national spread, but acknowledging that each new 
department must have a critical mass if it is to fulfil its 
functions adequately . There are not large numbers of 
appropriately trained people currently and this is likely to be 
the most serious limiting factor on growth. Other groups in the 
review have recommended a significant expansion of services for 
mentally disordered offenders and therefore well qualified staff 
in all disciplines are likely to be in short supply for some 
time, thus in the short term academic development including 
research will be in competition for qualified staff. This may 

Salt factor the pace of academic development in the 

f tner ® may ? case for more formal planning in the 

expans ion grOWth ° f clinical and academic services in any future 

f^ll ^ f J^ e K P 5° POS , e f Apartments would comprise a core of 

full time staff but would have additional people with oart t-im^ 

or^attachment = f f" attachments who would also have appointments 

allow the lnvoltL^of nS f ti0nS ° r de P artmen ts . This would 
enabling I a ” lde ran< ? e of disciplines as well as 

part ^of 9 the Academic Tnit ^ SerV±Ce CO " mitmeat s *>« 




4-6 We recommend that each » 

a_ relevant academic 
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practice element to his or her contract . 



4 . 7 We recommend that each department develops strong links with 
existing services for mentally disordered offenders, including 
special hospitals, medium secure units and prisons, as well as 
with community services. 
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SECTION 5 - THE DISSEMINATION OF RESEARCH FINDINGS 

5.1 A wide range of disciplines and professions are involved 
with mentally disordered offenders. An individual offender's 
history could range from detention in a secure hospital, through 
support in the community by the probation or social services to 
support within the family. There are many decision points where 
a person's future may be determined in a particular way, tor 
example whether or not to prosecute the person, whether they 
receive a prison sentence or hospital order and the type of 
hospital. The effects of these decisions have major implications 
for all the treating and caring disciplines and service planners 
as well as the patients. 

5.2 In order that these decisions can be taken effectively it 
is important that those involved are aware of developments and 
research not only in their own field, but also in other relevant 
areas. For example, clinicians need to know about developments 
in the law and judges and magistrates may need to know about the 
potential of new “treatments for mental disorder which could 
influence their disposal decisions. 

5.3 Work with mentally disordered offenders involves a wider 
range of different professions than other fields of psychiatry. 
The traditional method of disseminating new developments or 
research findings is through publication in professional journals 
and presentations at conferences, but such journals and meetings 
do not necessarily attract attention outside their respective 
professions. There is scope for arrangements to collate and 
publish review articles and extracts from journals specifically 
on the topic of mentally disordered offenders and disseminate 
these to practitioners and managers in the field. A British 
Journal of Psychiatry supported publication "Current Opinion 
provides an annual review of relevant world literature each 
December. Two relevant British specialist journals Criminal 
Behaviour and Mental Health" and the "Journal of Forensic 
Psychiatry" have recently been launched. Each publishes original 
material from all the relevant disciplines, although each is 
dependent on those disciplines for the range and quality of 
submissions. Information from conferences and about courses 
disseminated in this way should also be collated and published 
widely. The following universities; Birmingham (Department of 
Psychology), Cambridge (Department of Criminology), Liverpool 
(Department of Clinical Psychology), London (Department of 
Forensic Psychiatry) and Southampton (Department of Academic Law) 
are running or are about to run courses to diploma standard 

a range of disciplines. We shall be interested to learn o 
others, through consultation. 

5.4 We recommend that increased efforts are ma de to disseminate 
existing reviews, courses and databas es and t h a t , ^ a^lis ,_sn 
might be conducted, particularly amon g the less academic, more 
practically orientated disciplines, of t he be st means of , en suring 
that existing information reaches all appr opr iate ^targets apd 
that, in this context any real gaps i n in formation availa ble 
should be identified and filled . 
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5 . 5 The Mental Health Foundation has sponsored the development 
of a research register in this field. This is now complete and 
discussions are underway as to how this might be publicised, made 
widely available and updated. This might provide a model for 
the arrangements set out in paragraph 5 . 4 above 
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SECTION 6 - THE DEVELOPMENT OF THE STRATEGIC PLAN 

6.1 Section 3 of this report sets out the principles which 
should be applied in the development of a strategic plan for 
research. The first of these is that there should be well 
defined, long term objectives which specific research projects 
would be expected to meet . 

6.2 Little research relating to mentally disordered offenders 
is presently being undertaken. That which is being carried out 
has been commissioned in isolation by different agencies, or 
sought from individual perspectives of need. Nonetheless some 
useful research has been sponsored recently including work on the 
prevalence of mental disorder amongst the sentenced prison 
populations, evidence of need for psychiatric treatment and the 
nature of assessment processes in sentenced and remand prison 
population and on other aspects of the interface between the 
National Health Service and the criminal justice system. It is 
important to build on work such as this, which informs effective 
service development, particularly in light of the emerging 
findings of this current review. 

6.3 In these circumstances, the group decided to adopt a 
pragmatic approach in order to determine an initial strategic 
plan. This involved: 

i. considering the findings of existing research projects and 
building on these where further research work has been 
identified and appears sensible; 

ii . considering research topics identified by other groups in 
the review; 

iii. trawling research organisations and academic institutions 
with an interest in this field in order to determine their 
views as to areas which would be important to be included 
within the strategic plan. Topics would be included on the 
basis of the level of demand expressed by respondents with 
the caveat that as wide a range of disciplines as possible 
is included within the plan. (A list of organisations who 
responded to the trawl is attached at Annex B) . 

6.4 From this raw information a possible preliminary framework 
for a strategic plan has been developed. This is set out in 
matrix form at Annex C to this report. It embraces the core 
areas for research set out at paragraph 3.1 above. The aim has 
been to give some direction and focus to the development of 
research into mentally disordered offenders without unduly 
constraining the academic freedom or generation of ideas from 
researchers themselves. 

6.5 Further consultation will be necessary on this aspect of the 
report. Those receiving the report should give special 
consideration to the contents of the strategic plan during the 
consultation period. Although we would not expect the steering 
committee to endorse the plan before such consultation has been 
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undertaken, we consider that the plan proposed is a good basis 
from which to begin the consultation process. 

6.6 For the reasons set out earlier in this section the 
strategic plan must be considered tentative at this stage. Ideas 
for research should not be dismissed simply because they have not 
been included in the plan; the purpose of the plan is to 
stimulate research not to prevent it. The plan is likely to have 
to be revised frequently in the initial stages as more ideas for 
research are generated and lines of research become clearer. 

6.7 Within the plan we consider that initial priority should be 
given to research topics which fall within one or more of the 
following criteria: 

i. follow on from existing research projects where earlier 
projects have identified further research needs; 

ii. have already been identified by sponsoring organisations as 
priority areas for research; or, 

iii. have been identified by previous advisory groups in the 
present review as topics which require further research. 

6.8 In light of this we propose that the highest priorities for 
action at the present time should be: 



i * th® identification of mentally disordered offenders 

including: 

a. taking forward the research which led to the 
development of court based diversion schemes, including 
the range of staff necessary for their successful 
implementation and with regard to their success in 
identifying mentally disordered offenders; 

b. ensure the equitable treatment of ethnic minorities 
within diversion schemes; 

c. earlier identification of mentally disordered 
offenders, particularly at the arrest stage. The 
development of new procedures for the police and other 
agencies and the capacity for health and social 
services professionals to provide the necessary 
training and guidance; 

d. a review of the use of section 136 of the Mental Health 
Act 1983 by the police. 

— 1^ - men t of ment ally disordered offenders including: 

a. an epidemiological study of mentally disordered people 
remanded within the prison system; 

k • psychopathic disorder - particularly issues relating 
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to treatability. Initially a literature review of this 
subject could, be beneficial; 

c. clarification of the distinction between sexual 
disorders and sexual offending and the consequent 
relative roles of the penal, social and health systems. 

A longer discussion paper was prepared, setting out the 
extent of the problem for the criminal justice system 
and the differing aims of the criminal justice system 
and the NHS in delation to the sexually disordered. 

In brief the conclusions about research requirements 

included: 

i. elucidation of the criminal careers of sex 
offenders; 

ii. the causation and maintenance of the paraphilias; 

iii. a reliable and valid classification of both 
offending and disorder; 

iv. evaluation of management strategies and treatments 
both of the sexually offending and/or disordered 
and of their victims. 

d. development of drug treatment for the mentally 
disordered. It is recognised that this issue will apply 
generally to all mentally disordered patients, not just 
mentally disordered offenders (although some drugs might be 
developed specifically for use with violent patients for 
example). This field would also include appropriate 
monitoring of new drugs including proper field trials). 

iii . treatment outcome measures including: 

a. contextual reoffending rates of specified treated 
groups within the health and/or social services 
compared with the criminal justice system; 

b. follow up studies of discharged restricted and non- 
restricted offender patients on a full range of 
appropriate medical and social measures; 

c. what happens to patients placed in inappropriate 
hospitals within the health service; 

d. evaluation of contracts held between the prison service 
and the health service for psychiatric care 

iv. ethnic minority issues including: 

a. the availability of services for people from ethnic 
minority groups, their use of the services provided and 
their own stated need for service; 
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b. 



evaluation of different approaches to treatment and 
responses to them. 



6.9 Other priorities for research may emerge during the course 
of further discussion and those presented here should be reviewed 
with these in mind. However, in the meantime we recommend that 
the research topics set out in paragraph 6.8 are given the 
highest priority for action within the ambit of the strategic 
plan . 
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SECTION 7 - COMPUTERISATION AND CONFIDENTIALITY 



7.1 Computers are an essential aid to research. It is in the 
nature of research in the field of mentally disordered offenders 
that personal information will need to be kept on computer 
systems. In particular, there is a need to be able to trace the 
movement of mentally disordered offenders between different 
agencies over time, including health and social services as well 
as the criminal justice system. At present there is very little 
directly comparable minimum data set kept by each agency . The 
staffing and training advisory group of the review has also been 
considering, in some detail, the recording and availability of 
information. The improved storage and use of personal 
information in this way would involve registration under the Data 
Protection Act 1984 and access to information held on the system 
by data subjects. This need not cause difficulties to 
researchers provided that: 

i. they ensure that they are properly registered under the Act 
both for keeping information and for the source of their 
information and disclosures; 

ii. data subjects are fully informed at the time information is 
provided as to the uses it will be put; and, 

iii . that the software used permits easy retrieval of information 
in order that it could be disclosed to or discussed with 
data subjects. 

7.2 Another difficulty with comparing research is the lack of 
a standard classification for data items. We recommend tha t^._a 
standard classification of data for mentally ^disordered off enders 
is set up . 
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SECTION 8 - SUMMARY OF RECOMMENDATIONS 



8.1 The establishment of a more extensive academic base in 
forensic psychiatry and allied disciplines (paragraph 2.7). 

8 2 The development of a national strategic plan for research 
in the field of mentally disordered offenders (paragraph 

2 . 8 ) . 

8.3 The early establishment of a national committee for research 
on mentally disordered offenders (paragraph 2.10). 

8.4 The strategic plan for research should be developed 
according to the principles set out in paragraph 3.9 
(paragraph 3.10). 

8.5 A network of core departments is set up, integrating both 
clinical and research services with a reasonable 
geographical spread (paragraph 4.4). 

8.6 Each department should develop its own interests and 
expertise, within the framework of the strategic plan but 
there should be close liaison (paragraph 4.5) . 

8.7 Each department's primary base is within a relevant academic 
institution but that each researcher has a practice elemen : 
to his or her contract (paragraph 4.6). 

8.8 Each unit develops strong links with existing services for 
mentally disordered offenders, including special hospitals, 
medium secure units and prisons, as well as community 
services (paragraph 4.7). 

8.9 Increased efforts are made to disseminate existing reviews, 
courses and databases and that a market survey might be 
conducted, particularly among the less academic, more 
practically orientated disciplines, of the best means o± 
ensuring that existing information reaches all appropriate 
targets and that, in this context any real gaps in 
information available should be identified and filled 
(paragraph 5.4). 

8.10 The research topics set out in paragraph 6.8 are given the 
highest priority for action within the ambit of the 
strategic plan (paragraph 6.9). 

8.11 A standard classification of data for mentally disordered 
offenders is set up (paragraph 7.2). 
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ANNEX A 



research advisory group membership 



Chairman 
Dr P Taylor 



Head of Medical Services, Special Hospitals 
Service Authority 



Members 
Dr S Bailey 

Mr R Baxter 
Dr R Blackburn 
Mr C Brooker 

Mr M Butwell 
Mr D Carson 
Dr A Grounds 
Dr D Grub in 
Mr G Guy 
Dr C Hedderman 
Mrs A Holding 

Professor P Huxley 

Dr D Jones 
Dr G Lewis 
Ms H McKinnon 
Mr R Miles 

Chief Supt. Stevens 
Mr A Thake 

Professor C Thompson 



Consultant Psychiatrist, Gardiner Unit 
Prestwich Hospital 



Home Office, C3 Division 
Ashworth Hospital 

Senior Research Fellow, Department of 
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ANNEX B 
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TOPICS TO BE INCLUDED IN THE STRATEGIC PLAN 
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University of Birmingham, Department of Psychiatry 
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University of Manchester, Department of Nurs ^> 
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ANNEX C 



STRATEGIC PLAN FOR MENTALLY DISORDERED OFFENDER RESEARCH 



following 

strategic plan for re , been se t out under four broad core 
Suggestions for resea Medical/Clinical; Service Delivery 

r esearch area S : Soc le al BasiC eas have bee n detailed under broad 

topic^headings . These reflect the opinions recerved 
organisations listed in Annex B. 

Topics indicated thus : * have been identified as initial areas 

for priority action. 
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Part One 



Introduction 



1.1. This is a report to the Steering Committee by the official 
working group on services for mentally disordered offenders with 
special needs. It is supplemented by eight discussion papers 
which we hope will stimulate comment through the consultation 
process and thus assist future policy development. 



Background 



1.2. The level, pattern and operation of services for mentally 
disordered offenders in the community, hospital and prison were 
considered by advisory groups which reported to the Steering 
Committee on 26 September 1991. Their reports were published for 
widespread consultation on 1 3 November 1991. A second tranche of 
advisory groups has been looking at finance, staffing and 
training, academic development and research issues. Work is also 
being undertaken on performance measurement and quality control. 
The review is due to end by mid-1992. 

1.3. The Steering Committee recognised that there were several 
groups of mentally disordered offenders with certain "special 
needs" that would require particular attention in the course of 
the review. Some of these needs were addressed in the advisory 
groups, but the Committee decided that they should be examined 
in detail across the range of service provision. In July 1991, 
it asked review officials from the Department of Health and Home 
Office to undertake that work and report back in due course (OV 
7). The membership of the official group is at Annex A and that 
of the Steering Committee at Annex B . 

1.4. In adopting this approach, the Committee took the view that 
we were well placed to ensure that the various issues remained 
at the heart of the review and did not fall between a number of 
stools. This was because of our other responsibilities for 
servicing all the advisory groups and the Committee itself. We 
hope that this will be understood by some commentators who have 
regretted the establishment of "a separate group" which they have 
perceived as taking the issues out of the mainstream. In fact, 
the very opposite has been the case. 
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"Special needs " groups 



1.5. This report and the discussion papers address, within the 
broad compass of "mentally disordered offenders and others 
requiring similar services " ( ie within the terms of reference of 
the review: OV, Annex A), the special (some say "differing") 
needs of the following groups : 



♦ people with learning disabilities (mental handicap or 
mental impairment): see paragraphs 1.8-1.12 below ; 

♦ people with brain injury (Discussion Paper 1); 

♦ people who are deaf or hearing impaired (Discussion 
Paper 2); 



♦ substance misusers (Discussion Paper 3); 

^ i*ejr offenders with mental health care needs (Discussion 
Paper 4); ‘ 



# potential suicides (Discussion Paper 5). 



1.6. We have considered also special needs arising from a 
patient s ethnic or cultural background, 
paragraphs 2 . 5-2 . 6 ) : 



age or sex (see 



* People from ethnic minority groups: see Part 3. 

* children and adolescents (Discussion Paper 6); 

* elderly people (Discussion Paper 7); 

4 women (Discussion Paper 8); 



not ' covere^in detaS TVLifT&A? 1 ™* ^ ™ 

* Sraph disorders: see 

* homGles s people: see paragraphs 1,15-1.18. 



People with learning disabilities 



by the Department of Health^ in^ June TssY^d^Tw established 
Searle and chaired latter lyProfesTor i d u th * late Peter 
looking at services for people v ith l Manse *l' that has been 

severe psychiatric or behavioural disturbanlTe ^ sa ^ ilifci es and 
a member of our own group. The M .n „ its Secretary is 

complete its work in Spring 1992 Alhhnf,^ .-v. 9r0 ^ 15 lifc ely to 
not identical, there is sufficient c^na^t C l lent grou P s «e 
as far as possible, the work of . .T“ OIi L * ty to su 99est that, 

' ° rk of both reviews should move ±k 



tandem . 



1.9. The range of available services for offenders with learning 
disabilities is frequently inadequate: see, for example, Mental 
Health Act Commission (1991) Fourth Biennial Report 1989-1991, 
section 10. Individual needs, particularly of those with moderate 
learning disabilities, are often overlooked. The Department of 
Health report, Needs and Responses : Services for Adults with 
Mental Handicap who are Mentally 111 , who have Behaviour Problems 
or who Offend (1989) has already set out many of the issues, 
including some relating to autism. A seminar sponsored by the 
British Institute of Mental Handicap has carried forward this 
work: see BIMH (1991) Service Responses to People with Learning 
Disabilities or Challenging Behaviour: Seminar Papers No.1. 

1.10. In June 1991 the then Parliamentary Secretary for Health 
made a major policy statement on learning disability services to 
the annual conference of Royal MENCAP, in conjunction with which 
draft circulars for health and local authorities were issued: see 
Annex C. These documents, which remain to be formalised, 
emphasise that social services are increasingly seen as the main 
agency for planning and arranging services "not only for people 
with a mild or moderate learning disability, but also for those 
with a severe or profound disability". However, the draft Health 
Circular suggests that: 

"District health authorities should consider contracting 
for additional services ... including specialist assessment 
and treatment services, in hospital or community settings, 
where patients with learning disabilities need treatment 
for psychiatric illness or severe behaviour disturbance 
that can not be met adequately within the general 
psychiatric services; and residential care (or respite 
care) for people with severe or profound learning 
disabilities and physical, sensory or psychiatric 
conditions, where a multi-professional assessment and 
consultation with parents or carers leads to the conclusion 
that only the NHS can provide the services they need cost 
effectively." 

1.11. More recently, the hospital advisory group of this review 
has given tentative consideration to secure accommodation needs 
for people with learning disabilities (HR 7.9-7.10; paragraph 
2.22 below) . 

1.12. This report considers some of the issues: see in particular 
paragraphs 2.16-2.22, 2.38-2.39, 3.14-3.16 and 4.20. But work is 
continuing and a substantive report will be made to the Steering 
Committee before the end of the review . 



People with psychopathic or personality disorders 



1.13. One of the most difficult challenges for those purchasing 
or providing mental health services is how to handle people with 
psychopathic (or personality) disorders. The issues relate in 
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particular to the problems of establishing diagnosis reliably and 
consistently (if at all), interpreting the paucity of available 
data on the most effective means of managing such people, and 
defining outcome measures to demonstrate the efficacy of 
particular approaches. There has been little significant research 
or service development for this group since the Butler report 
( Report of the Committee on Mentally Abnormal Offenders (Cmnd 
6244), 1975) which itself noted the lack of medical agreement 
about diagnosis and treatability (OV 9). 

1.14. A detailed assessment of the present situation is required. 
The hospital and prison advisory groups proposed evaluative work 
and research (HR 7.12-7.15; PR 4.4 and 5.23-5.24). A needs 
assessment is underway: see paragraph 2.24. Some further 
recommendations have been made by the recent inquiry into the Kim 
Kirkman case (West Midlands Regional Health Authority (1991) 
Report of the Panel of Inquiry Appointed to Investigate the Case 
of Kim Kirkman ) . In addition, members of our group visited 
services in the Netherlands earlier this year. The Steering 
Committee , which has already received a report from us, is 
considering how some of the problems can begin to be addressed . 



Homeless people 



1.15. The community advisory group identified some of the special 
issues presented by mentally disordered offenders who are 
homeless (CR 3.46-3.48). In particular, it pointed to the 
difficulties that sometimes occur in resolving the 
responsibilities of particular agencies and the need to avoid 
unnecessary remands in custody (through the availability of 
diversion schemes and suitable accommodation and support 
services). The group referred also to Government initiatives to 
help mentally ill people who sleep rough (see also Kingdon (1991 ) 
Health Trends 23: 48) and the services offered by multi-agency 
"drop-in" centres. 



Recent developments 



1.16. Since the community group reported, the number of short- 
term hostel places made available in central London under the 
Department of Health's initiative for mentally ill homeless 
people has risen to 74. Housing associations are set to provide 
750 places in longer-term accommodation for those moving out of 
the hostels. Total expenditure on the initiative will have 
exceeded £20 million by 1994/5. In addition, the Department has 
announced a £3 million scheme to assist primary care for homeless 
people . 

1.17. These developments are intended to complement the 
Department of the Environment's "Rough Sleepers Initiative" which 
aims to provide 2,300 places in "move-on" housing. 

1.18. Following some discussion by the finance advisory group in 
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December 1991, it was agreed that we should add issues of 
homelessness to our remit. Work is in progress. 



The report 



1.19. In Part Two of the report we make some general observations 
about services . 

1.20. Part Three sets out a number of ethnic minority issues that 
are being addressed by the review. 

1.21. Part Four is an overview of the discussion papers, 
including the recommendations arising from them. 

1.22. Part Five is a definitive list of our 29 recommendations. 

1.23. The discussion papers follow the main report and its 
annexes . 

1.25. The reports and discussion papers should be read alongside 
the reports of the community, hospital and prison advisory 
groups. We have not attempted to duplicate recommendations made 
in those reports. The staffing and training advisory group has 
begun to address several ’’special needs” issues. As with learning 
disabilities, work in most of the other areas identified in this 
report is continuing and some further field visits are planned 
before the end of the review. 

1.26. Some of our recommendations have already been acted upon 
as our work has progressed: for example, the explicit recognition 
of learning disability services as part of the medium secure 
programme (see paragraph 2.21) and the need for the finance 
advisory group to consider the position of supra-Regional 
services ( paragraph 2.15). 

1.27. We are grateful to all those who have assisted us in 
various ways. These include a number of practitioners and 
planners, as well as voluntary bodies, colleagues from central 
Government and commentators on the earlier advisory group 
reports . 



Voluntary and independent services 



1.28. The voluntary and independent sectors make important 
contributions to meeting the special needs of mentally disordered 
offenders. Work to quantify the level of independent services is 
being undertaken through the review. NACRO (1991) The 
Resettlement of Mentally Disordered Offenders contains a helpful 
summary of the role of the voluntary sector, which is reproduced 
in the report of the staffing and training advisory group. 
References in this report to "health and social services" should 
generally be taken to include voluntary and independent services. 
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Part Two: 



Some General Considerations 



2.1. "Special needs group" is term of convenience. It serves to 
identify certain individual patients whose needs are similar and 
specialised enough to present special issues for those purchasing 
and providing services . 



Basic requirements 



2.2. In practice, such needs vary as much as those of other 
mentally disordered offenders. The fact that we feel able to 
identify a number of general considerations does not imply that 
a range of disparate groups can, in service terms, be "lumped 
together under a single umbrella. Nevertheless, in most cases, 
needs can usually be met by a combination of mainstream services 
The key requirements are: 



Im that agencies adopt a positive and non-pre judicial 
apprcmch,' at both planning and operational level , to 
identifying and meeting special needs; 



ij.. that effective links are maintained between general 
mental health , specialised forensic , criminal justice and 

aTcthol et^ff serrices (Earning disability, drugs and 



* • • 

111 . 

(CR 



that service provision is tailored to indivi dual 
3,8 and paragraph 2,7 below); and consequently 



needs 



ir- “ ^dividual cases, the balance struck between 

the contribution of the various services is in the best 
interests of the patient (for example, in the case of 

teli%^an7 Jfld e 33 eBtS ' ^ wei ? hin 9 the respective mental 
neaitn ana child care requirements ) . 



* WE RECOMMEND that agencies 9 +. 

mentally disorder ad off^ders^^S, f ° r 

consistent with the considerations let ort IbZve? " 



2.3. In the most problematic cases, the challenges inherent in 
coordinating services for mentally disordered offenders and 
ensuring continuity of care will be all the greater. The clinical 
groups concerned will often be very small. It is important that 
local needs assessments (HR 5.7-5.16; CR 4 . 7-4 . 1 0 ; NHS Management 
Executive Letter (92)24) do not overlook them. 

2.4. Local arrangements for initial individual assessments 
(including under section 136 of the Mental Health Act 1983) (CR 
2.9-2.11) and the operation of court diversion schemes (CR 2.28- 
2.32), referral arrangements (CR 3 . 41 -3 . 42 ) , care programmes (see 
paragraphs 2.31-2.40) and multi-professional teams (CR 3.34-3.37) 
will all need to take account of the potential input of health 
and social services other than mental illness. The Mental Health 
Act Code of Practice (Department of Health/Welsh Office, 1990) 
specifically recommends this in section 136 cases where a 
detained person may have learning disabilities (paragraph 10.14) . 
The involvement, in mentally disordered offender teams, of staff, 
such as general practitioners, therapists and probation officers, 
who deal with a range of client groups would provide some ready- 
made links. In some instances, the police (by prior arrangement) 
might take an alleged offender straight to a specialised 
facility: for example, a detoxification centre (DP 3). But, in 
any event, the areas of material overlap between services will 
be a very small part of wider (and generally less specialised) 
sectors of provision, eg: 




[see Discussion Paper 3] 



Population groups 



2.5. Factors such as the age, sex, or ethnic or cultural 
background of patients (DP 6-8 and Part 3 below) may, in some 
instances, point to a need for specialised services. More 
generally, it will be a question of ensuring: 

i. that patients are not disadvantaged through assessment 
or service provision that is based on unjustified 
assumptions or "stereotyping" (see paragraphs 2.36 and 
3.8); and 

ii. that needs common to all people are not overlooked (for 
example, "life stresses", such as puberty, sexuality and 
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ageing, are as significant for a person with learning 
disabilities as they are for the general population: see 
Department of Health (1989) Needs and Responses , paragraph 
3.9). 

2.6. Consequently, needs assessment is best approached in terms 
of diagnostic, rather than population, groups (NHS Management 
Executive (1991) Assessing health care needs, paragraph 8), 
although an important part of that process would be to describe 
how incidence varies by age and sex, as well as socio-economic 
and ethnic variables (ibid, Appendix 2; CR, Annex G) . 



* WE RECOMMEND that the planning of services for mentally 
disordered offenders, based on local needs assessments , and 
the wider links developed by specialised teams dealing with 
such patients, should take particular account of the 
additional inputs that may be required to identify and 
provide for special needs at key points of the system (see 
also paragraph 2,37). 



Guiding principles for service provision 



2.7. The guiding principles for services for mentally disordered 
offenders proposed by the earlier advisory groups (OV 16) and 
endorsed by Ministers (House of Commons Official Report, 13 Nov 
1991, cols 583-4) apply equally to patients with special needs. 
These are that patients should be cared for: 

i. with regard to the quality of care and proper attention 
to the needs of individuals; 

ii. as far as possible, in the community, rather than in 
institutional settings; 

iii. under conditions of no greater security than is 
justified by the degree of danger they present to 
themselves or to others; 

iv. in such a way as to maximise rehabilitation and their 
chances of sustaining an independent life; 

v. as near as possible to their own homes or families if 
they have them. 



"As far as possible in the community" 



? T^ ese ines imply increased emphasis on community care 

(OV 18) and, as far as possible, on local provision. However a« 

to e R«a^l t L reP ° rt = ugges . ts ' J’ so T Patients may require access 
to Regional or supra-district facilities . . . Given the relatively 

farnall size of the client group, there is much to be said foi 

organising the more specialised services for mentally disordered 

offenders on a supra-district basis" (CR 3.46). The report 
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continues : 



"It is, however, in the nature of community services that 
these are able to respond locally to as wide a range of 
individual needs as possible and not automatically pass on 
to more central services people with particular special or 
challenging needs. Similarly, while voluntary and 
independent sector services (the latter mainly secure 
facilities at present) may enable much-needed placements to 
be made for some patients, it follows that those outside 
the locality should not simply be the consequence of 
inadequate planning. Ideally, such placements should form 
an integral part of a comprehensive service and those 
purchasing and providing such places should have regard 
both to quality assurance and the need for continuing 
contact with a patient's home district." 



* WE RECOMMEND that, wherever possible, the special needs of 
mentally disordered offenders are met by local services, 
but that, where, in the best interests of the patient, it 
is necessary to make referrals to services outside the 
locality, effective links are maintained with those in a 
patient's home district . ( This recommendation is very 

similar to that at paragraph 3.46 of the community group 
report . ) 



Access to supra-Regional and supra-district services 



Services with a supra-Regional catchment 



2.9. The cautionary notes sounded above have particular 
application to some services for people with special needs. 
Indeed, relatively small numbers of patients have, in some 
instances (mainly in the NHS and independent sectors), led to 
services being developed on a supra-Regional or virtually 
national basis. Some of these, such as the Special Hospitals and 
(under the Children Act 1989) Youth Treatment Centres, are, as 
a matter of current policy, provided nationally on a small number 
of sites (although, in the case of the former, the hospital 
advisory group has recommended that consideration is given to 
providing such care more locally: HR 5.21-5.23; OV 24). More 
generally, supra-Regional facilities have been driven by local, 
sometimes largely individual, initiative, but over time have been 
transformed from essentially Regional services to ones with a 
much wider catchment. For example, extra-Regional admissions to 
the Gardener adolescent unit, near Manchester, rose from an 
initial 23% in 1985 to 76% in 1989. Similarly, the longer- 
established Henderson Hospital, a therapeutic community in Surrey 
for people with personality disorders, has, in recent years, 
taken some 60% of its patients from outside the South West Thames 
Region . 

2.10. There is a certain tension between seeking to maintain such 
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specialised facilities and the need for services to develop the 
capacity to handle patients nearer to home. Furthermore, since 
the introduction in April 1991 of "purchaser/provider 
arrangements in the NHS, referrals to some services have 
declined, thereby calling into question their viability. It is 
difficult at present to draw firm conclusions from such trends. 
In some instances, teething problems with extra-contractual 
arrangements seem to have been largely to blame and referrals 
have picked up after an initial dip. However, even if, in other 
cases, alternatives may have been found, the decline of 
specialised centres (if that were to happen) could well be 
detrimental to overall service delivery and collective 
experience, as well as representing poor value for money if 
facilities and specialist skills were lost largely through the 
vagaries of the system. We should regret also the use of 
placements (possibly more local, possibly cheaper) that did not 
effectively meet the special needs of individual patients. 

2.11. The finance advisory group has been considering these 
potential difficulties as part of a wider appraisal of funding 
issues. In the meantime, NHS Management Executive Letter (92)6 
(see paragraph 2.19) would appear to require "host 1 ’ Regions to 
ensure the maintenance of relevant special needs services with 
a supra-Regional (or other) catchment. 



Government policy on specialised services 



2.12. In December 1991 the then Parliamentary Secretary for 
Health in the House of Lords referred to: 

"the Government's recognition of the vital role that 
[specialist] units play in providing for the overall well- 
being and health of the nation — in service terms, 
providing specialist care to a wide catchment population; 
in research terms, as centres pushing back the frontiers of 
medical advancement and achievement; or in educational 
terms in developing and training the future generation of 
clinical specialists" (Baroness Hooper, Official Report, 18 
Dec 1991, cols 1450-1). 

2.13. She confirmed also "the Government's commitment to the 
special health authorities as national centres for research and 
development" through the maintenance of central funding in 1992/3 
and 1993/4 (ibid, col 1452), and described how the Government saw 
specialised health services developing in the light of the 
management changes referred to at paragraph 2.10: see extract at 
Annex D. 



Supra-Regional funding 



2.14. The Department of Health funds nationally a small number 
of specialised services (" Supra-Regional Services ") which "in 
order to be economically viable or clinically effective, need to 
be provided for a population substantially larger than that of 
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any one region" (Health Notice (83)36: see Annex E) . Applications 
for Supra-Regional status are considered by an advisory group of 
NHS managers and practitioners. 

2.15. On the face of it, this scheme may appear to offer a 
solution to safeguarding the kind of services identified at 
paragraph 2.9, but, in practice, the demanding criteria for 
funding have been met successfully by mostly high cost, high 
technology services. Currently these include liver and heart 
transplants and cancer services for eye and bone tumours. By 
comparison, even specialised services for mentally disordered 
offenders can, in financial terms, be seen as relatively small 
beer. There really need to be mechanisms established as part of 
an overall approach to the funding of services for mentally- 
disordered offenders to ensure that, where necessary, services 
can be developed and maintained supra-Regionally . Nevertheless, 
Supra-Regional designation is a potential option and we should 
like to see the criteria applied imaginatively if good, properly 
researched applications for such services are forthcoming. 



* WE RECOMMEND that (as is already the case) the finance 
advisory group considers the implications of 
"purchaser /provider" arrangements for services with an 
extra-Regional catchment , including the need for effective 
mechanisms to ensure that , where necessary, specialised 
services for mentally disordered offenders can be developed 
and maintained supra-Regionally . 

* WE RECOMMEND that, in suitable cases, Supra-Regional 
funding is regarded as a realistic option for health 
services for mentally disordered offenders with a supra - 
Regional or national catchment . 



Supra-district secure services 



2.16. The report of the hospital advisory group (see extract at 
Annex F ) emphasised that, although the centrally-driven medium 
or Regional Secure Unit (RSU) programme has provided mainly for 
adult mentally ill patients, both Glancy (DHSS (1974) Report of 
the Working Party on Security in NHS Psychiatric Hospitals ; HR, 
Annex B) and Butler (op cit) envisaged a range of provision to 
include that for patients with special needs (HR 5.27-5.28). 

2.17. In particular, the 1974 DHSS circular which anticipated the 
development of RSUs (HSC(IS)61) applied to both mentally ill 
patients and those with learning disabilities, while extant 
policy guidance asserts that Regional Health Authorities (RHAs) 
"should know where care can be given to mentally handicapped 
people who need medium security with a suitable environment" 
( Government Response to the Second Report from the Social 
Services Committee, 1984-85 Session (Cmnd 9674, 1985), Annex 1: 
DHSS Health Notice (29)85). 

2.18. In 1988, RHAs were required to "ensure that no patient who 
was or is mentally impaired or severely mentally impaired, who 
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is waiting a move from a special hospital to a Regional or 
District facility, waits for more than one year" (Department of 
Health Circular (88)43). In November 1991, according to figures 
provided by the Special Hospitals Service Authority, 23 such 
patients from English authorities (including six with a dual 
diagnosis of mental illness and mental impairment) had been 
awaiting a transfer for over a year. Four Regions accounted for 
all but six of these. 



Protection of existing services (EL (92) 6) 



2.19. The hospital advisory group's recommendation that existing 
levels of health provision for special needs groups should be 
protected at least until there are alternative ways of meeting 
such needs (HR 5.29) has been implemented for the time being 
through guidance requiring RHAs to ensure their maintenance until 
31 March 1993 (Executive Letter (92)6: see Annex G ) . 



Future needs for specialised secure provision 

2.20. For the future, the medium secure programme needs to be 
more broadly based. 



Learning disabilities 



2.21. Apart from adult mental illness, the major area for 
potential expansion is in services for people with learning 
disabilities. Since there has been much uncertainty about the 
point, it has recently been made clear to RHAs, through 
invitations to bid for central funding in 1992/3, that the 
programme includes this group. The increase of available capital 
from £3 million in 1991/2 to £18 million in 1992/3 (Department 
of Health Press Release H92/38) should begin to provide greater 
scope for diversity. 

2.22. The hospital report speculated that as many as 470 medium 
secure and 1,800 local secure beds may be needed nationally for 
patients with learning disabilities (HR 7.9-7.10), although 
working estimates for each Region will be based on local needs 
assessments to be completed by the end of May 1992 (see Executive 
Letter (92)24, Annex A, paragraph 2). The figures quoted are not 
targets and some commentators consider them too high. Indeed, 
Needs and Responses (op cit) suggested that offending among 
people with learning disabilities was largely confined to those 
of borderline intelligence or with mild or moderate disabilities 
(ibid, paragraph 5.1 ) . Nevertheless, there will also be some non- 
offenders with behavioural disturbance or a dual diagnosis who 
do require secure provision. The work of the Mansell group (see 
paragraph 1 . 8 above ) should provide some useful pointers here . 



* WE RECOMMEND that suitable provision for people with 



Printed image digitised by the University of Southampton Library Digitisation Unit 



learning disabilities , based on Regional assessments of 
need, is explicitly recognised as an aim of the medium 
secure programme. 



Adolescents 



2.23. Secure provision for the small number of adolescents who 
need it should be seen as part of a wider service embracing a 
range of mental health and child care facilities (DPS). 



Psychopathic disorders 



2.24. EL (92)24 (Annex A, paragraph 2) has asked RHAs, as part of 
their needs assessments, to consider the requirement for services 
for people with psychopathic disorders "at each level" of 
security. 



Health care for prisoners 



2.25. The Hoffenberg report on the recruitment and training of 
prison doctors identified very clearly some of the particular 
features of medical practice within prisons. These include: 

"the unselected and complex presentations of illness and 
dysfunction involving physical, psychiatric and social 
factors, all of which may present in the individual 
prisoner. Many prisoners come from a deprived 
population. . .The high prevalence of chronic ill-health, 
personality disorder, psychiatric illness, epilepsy, 
sexually transmitted diseases (or risk thereof), and, in 
women prisoners, gynaecological illness in addition..." 
(Home Office/Department of Health (1990) The Prison Medical 
Service in England and Wales: Recruitment and Training of 
Doctors , paragraph 1.16). 

2.26. As noted in the Steering Committee's Overview, Gunn et al 
( Mentally disordered prisoners, 1991) found that 38% of their 
sample of male sentenced prisoners had a psychiatric diagnosis, 
although not all met the criteria for detention under the Mental 
Health Act (OV 19). A diagnosis was indicated in 59% of a female 
sample, due mainly to the higher incidence of neuroses and drug 
misuse. Common diagnoses within the scope of our own report are 
drug dependence (12% of men and 23% of women), alcoholism (9%) 
and personality disorder (9%). Of learning disabilities, Gunn 
commented that "there is no evidence that prisons contain large 
numbers of mentally handicapped inmates" (op cit, p 73), but that 

"detection or correct identification does seem to be a major 

problem. It is of particular concern that mental handicap 
is — managed sometimes as bad or difficult behaviour" (p 107). 

2.27. The initial screening and medical examination of patients 
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are of major importance in identifying special needs effectively 
(PR 4 9) Such identification is an essential preliminary to 
meeting the aspiration in the White Paper, Custody , Care and 
Justice (Cm 1647), that "prisoners should expect the same 
standards of health care as those provided by the National Health 
Service" (paragraph 6.23) . Special needs (in particular those of 
substance misusers, prisoners with moderate learning disabilities 
and those vulnerable to suicide) should be reflected in standards 
set for the health care aspects of the reception process. The 
latter must be handled sensitively in the interests both of 
prisoners and the staff concerned. 

2.28. Custody , Care and Justice (Cm 1647) described (at 
paragraphs 7.38—7.46) the need for particular programmes to 
assist sex offenders , drug and alcohol misusers, prisoners with 
HI V/ AIDS , mental disorder or physical illness, and those at risk 
of suicide or self-harm. These plans, together with relevant 
findings of the prison advisory group, are considered in the 
discussion papers. 

2.29. Mentally disordered prisoners with special needs are likely 
to be assisted by a mental health care service, contracted in 
from the NHS , which has access to specialist back— up and is able 
to provide continuity of care on release (see Directorate of 
Prison Medical Services (1991) Contracting for Prison Health 
Services) , paragraphs 3.16-3.21; OV, Annex D). Contracts for 
mental health services should include a requirement to 
facilitate, as necessary, arrangements to meet the additional 
special needs of patients. 



* WE RECOMMEND that specific standards relating to mental 
health care screening on reception to prison (see paragraph 
4.9 of the prison advisory group report) should take 
account of the importance of identifying special needs. 

* WE RECOMMEND that contracts for the delivery of mental 
health care services to prisons should include a 
requirement for staff to facilitate, as necessary, 
arrangements to meet the additional special needs of 
patients. 



Care programmes and continuity of care 



2.30. The "care programme" arrangements described in Department 
of Health Circular (23) 90/Local Authority Circular (90)11 (see 
Annex H) apply to patients "referred to the specialist 
psychiatric services." Just as the community group report 
recommends the involvement of the criminal justice services in 
care programmes for mentally disordered offenders, including 
former prisoners who need continuing mental health care (CR 3.14- 
3.18), so it is important to involve other parts of the health 
and social services which contribute to the care of mentally 
disordered offenders with special needs. 
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In case of doubt . . . 



2.31. As the community report states, the care programme 
requirements are basic good practice. However, though they are 
now mandatory for particular mentally ill patients, it has become 
clear in the course of this review that some authorities are 
finding it difficult to operate them effectively. Therefore, it 
seems inevitable that questions of applicability will arise, not 
least if the specialised mental health input is comparatively 
small in a case where the "special need" is predominant. In such 
instances, agencies should be aware of broader guidance on what 
is expected of the relevant services. 



Discharge procedures 



2.32. In the case of a patient - any patient - leaving hospital, 
Department of Health guidance is clear enough. Prope: 
arrangements must be made for his or her return home and for an: 
continuing care that may be necessary: see Health Circular (89)! 
and Local Authority Circular (89)7. Recent guidance to health and 
social services authorities identifies a key task for 1992/3: 

"Arrangements for discharging patients. . .need to be jointly 
reviewed to ensure that they take full account of the new 
requirements for [local authorities] to introduce needs 
based assessment and that there is always a clear 
understanding of the services to be made available to the 
individual following discharge. In the case of patients to 
whom the mental illness care programme arrangements 
apply. . . authorities should jointly review how these 
arrangements are working and address any shortcomings 
identified. It is not acceptable for patients who will 
require services which are the responsibility of local 
authorities to be discharged without both health and local 
authorities first agreeing what services can and will be 
provided" (Executive Letter (92) 13/Chief Inspector Letter 
(92)10, Annex B ) . 

2.33. Similarly, the Patient's Charter (1991), published since 
the earlier advisory groups reported, has set the following 
standard for the NHS : 

"Before you are discharged from hospital a decision should 
be made about any continuing health or social care needs 
you may have. Your hospital will agree arrangements for 
meeting these needs with agencies such as community nursing 
services and local authority social services departments 
before you are discharged. You and, with your agreement, 
your carers will be consulted and informed at all stages". 

2.34. The Charter indicates that this standard is not a legal 
right, but one which "the Government looks to the NHS to achieve, 
as circumstances and resources allow" . The Government will be 
collecting and publishing information on the achievement of 
standards at national and local level. Where performance is 
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unsatisfactory, action will be taken through the NHS Management 
Executive (ibid, pp 6-7). 

2.35. Following a recommendation in the Spokes report ( Report of 
the Committee of Inquiry into the Care and After-Care of Miss 
Sharon Campbell (Cm 440, 1988), paragraph 16.19), the Royal 
College of Psychiatrists has prepared, in consultation with other 
professional bodies, a document on good practice in the 
continuing care of potentially violent or vulnerable patients 
discharged from in-patient psychiatric treatment (see Third 
Report pursuant to Section 11 of the Disabled Persons Act 1986 
(HMSO, 1991), paragraph 15). The Royal College is also conducting 
an inquiry into homicides and suicides committed by discharged 
psychiatric patients with the aim of learning lessons for the 
future (DP 5). It is important that care programmes are sensitive 
to the needs of those assessed as being at risk of suicide or 
self-harm (see paragraph 4.13). The staffing and training group 
has been looking more closely at risk assessment and issues 
raised by violence. 



Community care guidance 



2.36. Guidance to local authorities on the implementation of 
community care arrangements from 1993 (Department of Health 
(1990) Community Care in the Next Decade and Beyond) describes 
the responsibilities that social services will have for assessing 
clients and constructing care packages, including the need for 
collaboration with other agencies. This makes clear that 
"decisions on service provision must be, and be seen to be, non- 
discriminatory" . In particular: 

"Authorities will need to take positive steps so that 
people with communication difficulties arising from sensory 
impairment, mental incapacity or other difficulties or 
other disabilities can participate fully in the assessment 
process and in the determination of service provision. 
Authorities need to ensure that assessment is accessible to 
people from black and minority ethnic backgrounds. They may 
wish to make information about assessment and services 
available in braille, on tape and in appropriate ethnic 
minority languages. Staff may need to be recruited from a 
range of racial or ethnic minorities. . .Services geared to 
the requirements of the majority may not always be 
appropriate " (ibid, paragraphs 3.21-3.22). 

2.37. The role of therapists, particularly speech and language 
therapists, as well as interpreters (DP2 ) , will be important 
here. The staffing and training advisory group has been 
considering the therapy contribution to the care of mentally 
disordered offenders. 



* WE RECOMMEND that staff from other health and social 
service teams should, as necessary, be involved with the 
mental health care services in the operation of care 
programmes or other continuing care arrangements for 
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mentally disordered offenders with special needs . These 
arrangements should take account of any special 
requirements, including therapy needs, that patients may 
have to enable them to contribute to decisions about future 
care . 



People with learning disabilities 



2.38. Care programmes do not apply as such to people with 
learning disabilities. However, the draft Department of Health 
circular for local authorities (see paragraph 1.10) says the 
following about continuity of provision: 

"Many people with severe or profound learning disabilities 
will need support throughout their lives, though the nature 
of that support needs regular appraisal so that changing 
circumstances and needs can be identified. . .Authorities 
should.. .aim to give assurance that the essential needs of 
severely and profoundly disabled people will be met on a 
life-long basis." 

2.39. Against this background and that of more general guidance, 
it is important that care for offenders with learning 
disabilities is coordinated in a broadly similar way as for other 
mentally disordered offenders (CR 3.16), especially where this 
follows a period of in-patient or custodial care. The Special 
Hospitals are already applying the care programme arrangements 
to all their patients, including the 10% or more with mental or 
severe mental impairment. We recommend that a revision of the 
care programme guidance, or possibly the new circular 
foreshadowed above, should acknowledge specifically the position 
of offenders with learning disabilities, including (in addition 
to the criminal justice services) the particular contribution of 
the education services to meeting the needs of this group. 



* WE RECOMMEND that the care programme arrangements should 
apply explicitly to offenders with learning disabilities 
leaving hospital or prison who need continuing care from 
the health or social services . The education services 
should , as necessary , be involved in such arrangements. 



Training in special skills 



2.40. It follows from almost everything we have said above that 
training for staff to recognise and meet the special needs of 
mentally disordered offenders is essential. This will not always 
entail intensive, specialised training. Much could be achieved 
through a number of short courses or workshops dealing with 
particular issues or problems that may arise. The potential 
tariff is almost endless. What is important is that, between 
them, members of multi-disciplinary teams have basic skills in 
a range of areas. This will help to ensure that local services 
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are able to respond to as wide a range of individual needs as 
possible, even if, in some cases, referral to a more specialised, 
possibly supra-district, service is necessary after recognition 
and assessment (see paragraph 2.8). The staffing and training 
advisory group has been considering specialised training needs 

in more detail. 



* ME RECOMMEND that agencies should ensure that staff are 
trained in the recognition and initial handling of a broad 
range of special needs. 
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Part Three: 



Ethnic minority issues 



3.1. Issues of race and culture are among the most contentious, 
challenging and sensitive being considered by this review* It is 
also clear from responses to consultation on the earlier advisory 
group reports that they are seen by many as among the most 

important . 

3.2. This part of the report identifies a number of the issues 
that we have been addressing . Many of these have already been 
widely canvassed, for example by the Mental Health Act Commission 
in its Second , Third and Fourth Biennial Reports. 

3.3. We shall be giving further detailed consideration to these 
matters before the end of the review so that recommendations can 
be made to the Steering Committee and fully reflected in its 
final report . 



The landscape 



3.4. Home Office figures show that ethnic minorities are over- 
represented in the prison population and that there has been a 
steady increase in the proportion since relevant statistics were 
first collected in 1985. In 1989, 16% of male prisoners and 24% 
of females were of ethnic minority origin. Nearly 1 in 10 young 
black men receive a custodial sentence before the age of 21 . 
There is evidence that, on average, they come into contact with 
the criminal justice process younger than white people. A number 
of studies over the past decade have shown that people from 
ethnic minorities are more likely than white people to be 
apprehended by the police on suspicion of committing a crime, to 
be charged rather than cautioned, to be remanded in custody or 
to receive a custodial sentence. Alienation from "the system is 
high among ethnic minority offenders. 

3.5. Studies of mental health and related services indicate that 
people from ethnic minorities, in particular black people, are 
(for example ) more likely than white people: 

i. to be removed to a "place of safety" under section 136 
of the Mental Health Act or to be detained in hospital 
under sections 2, 3 and 4; 
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ii. to be detained in a Special Hospital or in a locked 
ward of a local psychiatric hospital; 

iii. to be diagnosed as suffering from schizophrenia or 
other psychotic illness; 

iv. to have difficulty obtaining access to necessary 
assessment and treatment, to be given medication rather 
than (for example) therapy or counselling, or to be given 

high-dose medication. 



Key considerations 

Race Relations Act 1976 



3.6. It is 
discriminate 
Specifically , 
discriminates 



unlawful under the Race Relations Act 1976 to 
on racial grounds directly or indirectly, 
under section 1(1) of the Act, a person 
against another if : 



a. on racial grounds he [or she] treats that other less favourably than 
he treats or would treat other persons; 



b. he applies to that other a requirement or condition which he applies 
or would apply equally to persons not of the same racial group as that 

other but - 



i which is such that the proportion of persons of the same 
racial group as that other who can comply with it is considerably 
smaller than the proportion of persons not of that racial group 
who can comply with it; 

ii. which he cannot show to be justified irrespective of the 
colour, race, nationality or ethnic or national origins of the 
person to whom it is applied; and 

iii. which is to the detriment of the other because he cannot 
comply with it. 



NHS and Communi ty Care Act 1990 



3.7. As noted at paragraph 2.36, the National Health Service and 
Community Care Act 1990 and associated guidance make clear that 
health and social services should be planned and provided in a 
manner which takes account of the needs of ethnic minorities. 



The present review 



3.8. To that end, the community advisory group of the present 
review stated: 

°We are concerned in particular that people from black and 
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ethnic minority groups should have equal access to services 
and should not be disadvantaged, for example, through 
cultural differences which may influence diagnosis" (CR 
1 . 8 ) . 

3.9. The key requirements identified at paragraph 2.2 of our own 
report are consistent with that aspiration. Of those, the 
fundamental principle for ethnic minorities is that "service 
provision is tailored to meet individual needs". 

3.10. As with services for women (DP8 ) , this implies that 
services used by ethnic minorities need to develop beyond another 
of our criteria, that "agencies adopt a positive and non- 
prejudicial approach. . .to identifying and meeting special needs". 
Breaking down ignorance and prejudice is a major part of the 
process, but it is increasingly clear that issues of race 
permeate all services and much service provision . 



Needs within needs 



3.11. These issues need to be approached also in terms of class, 
gender and social circumstances. People from minority groups are 
often in low-paid employment. They suffer disproportionately from 
unemployment and poor housing conditions. They tend to live in 
areas where expectations are low and where the incidence of 
mental disorder and offending are high. However, the inter- 
relationship of these factors is complex and generalisations are 
dangerous . 

3.12. The experiences of different ethnic minority groups are not 
always the same. For example, Afro-Car ibbeans are more likely 
than other groups to be detained compulsorily under the Mental 
Health Act. They are also more likely than other groups to be 
referred to the mental health services by the police or the 
courts. Asians, on the other hand, are more frequently referred 
by doctors. In certain areas, particularly in inner cities, there 
are special issues presented by the needs of particular minority 
groups . 



Staffing, training and information 



3.13. We refer at paragraph 2.40 to the need for a variety of 
awareness training for staff working with mentally disordered 
offenders. It is certainly important that staff are able to 
respond to the needs of people from a range of differing ethnic 
and cultural backgrounds. This has been endorsed in the report 
of the staffing and training advisory group (see Annex I), which 
highlights also the need to recruit ethnic minority staff and for 
effective information on ethnic origin. The Department of Health, 
for example, proposes to collect from health authorities ethnic 
data on patients (DH Press Release H91/621; Bahl (1991) Health 
Trends 23; 88). 
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Learning disabilities 



3.14. There is a widespread perception, borne out by a number of 
studies, that people with learning disabilities from ethnic 
minorities often do not receive effective support from local 
services: see, eg f Ward, Double discrimination ( Health Service 
Journal , 18 April 1991). In some instances, this is because they 
apparently do not seek such services, in itself a problem that 
needs to be tackled. 

3.15. Consistent with paragraphs 3. 7-3. 9, the Department of 
Health's draft local authority circular on learning disabilities 
(see paragraph 1.10 and Annex C) stresses the importance of 
arranging services "on an increasingly individual basis, taking 
account of age, needs, degree of disability, personal 
preferences..., culture , race and gender." Here again, although 
differences of language, culture or social background may in 
certain respects compound the effect of disabilities, they must 
not themselves be mistaken for disabilities or allowed to 
aggravate the consequences of offending. 

3.16. We shall be reflecting these issues in our report on 
learning disability services (see paragraph 1.12). 
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Part Four 



The Discussion Papers: An Overview 



4.1. This chapter identifies some key points raised in the 
discussion papers, as well as the recommendations emerging from 
them. 



People with brain injury 
[Discussion Paper 1] 

4.2. Brain injury occurs most commonly in young adult males and 
among elderly people ( DP7 ) . Although relatively few people suffer 
longer-term physical effects, the majority will experience some 
cognitive problems which could lead to disordered, including, in 
some cases, offensive or offending, behaviour.. This is sometimes 
compounded by an inability to come to terms with what has 
happened and an unwillingness to involve clinicians. The police 
and others in the criminal justice system should be encouraged 
to recognise the presence of brain injury (although, in practice, 
this is often identified specifically only after specialised 
assessment) . 

4.3. Paper 1 describes the need for effective early intervention 
and a coordinated approach to rehabilitation that involves, as 
necessary, a range of staff and services. Attention to the needs 
of families, carers and employers, possibly over a long period, 
must be regarded as part of this process. Access to specialised 
rehabilitation units is often limited, although the Department 
of Health is currently funding a number of demonstration schemes 
and an evaluation study. Offenders with major personality 
disorders are often difficult to handle unless diagnosed as 
"psychopaths" under section 1(2) of the Mental Health Act (see 
paragraph 1 .13). 



* WE RECOMMEND that greater awareness of brain injury is 
encouraged among the police and other criminal justice 
staff . 

* WE RECOMMEND that effective links are developed between 
brain injury services and other services dealing with 
mentally disordered offenders . 

* WE RECOMMEND that the particular needs of offenders with 
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brain injury are recognised in agencies ' planning , 
including the need for access to specialised rehcihilitation 
services and for a positive and coordinated approach 
(involving families , carers and employers as necessary) to 
rehabilitation in the community. 



People who are deaf or hearing impaired 
[Discussion Paper 2] 

4.4. Mentally disordered offenders who are deaf or have impaired 
hearing face a range of communication problems, including the 
risk that others may not understand them. Paper 2 describes the 
services that may need to be available at various points of the 
system, including effective screening and, for a small number of 
patients, access to specialised provision, possibly at Regional 
or supra-Regional level (see paragraph 2.8 above). These aspects 
need to be addressed in agencies' wider strategies for mentally 
disordered offenders. 

4.5. Staff will require training to recognise and respond to 
hearing problems. As noted at paragraphs 2.36-2.37, professional 
interpreters and speech therapists will be needed in some cases. 
Programmes for profoundly deaf people should include educational 
opportunities and the chance to mix with other deaf people. The 
voluntary sector has a major role. 



* WE RECOMMEND that strategies for mentally disordered 
offenders take account of the need for staff in a range of 
settings to be able to recognise and respond to the needs 
of deaf or hearing impaired people . There should be access 
to interpreters and speech therapists ( including , where 
necessary, in police stations and courts) and a positive 
approach to screening. Imaginative programmes should be 
developed for profoundly deaf people who may, in seme 
instances, require access to specialised services away from 
(but with continuing links with) their home district. 



Substance misusers 
[Discussion Paper 3] 



4.6. Both alcohol and drug dependence are classified by the World 
Health Organisation as mental disorders, but they do not in 
themselves permit detention under the Mental Health Act. 1 in 4 
men and 1 in 1 2 women in England and Wales are estimated to drink 
above sensible limits, with possible risk of physical, 
psychological or social harm. Gunn (op cit) found that 8.6% of 
sentenced adult male prisoners and 12% of female prisoners had 
a diagnosis of alcohol misuse. The size of the drug misuse 
problem is difficult to estimate; in 1989, the number of "hard 
drug" addicts notified to the Home Office was about 15,000. Among 
sentenced prisoners, as many as 1 in 10 men and 1 in 4 women had 
a primary diagnosis on arrest of drug dependence or misuse 
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(Gunn) . 



4.7. Paper 3 describes Government action to tackle the problems, 
including the need for an active health education programme, 
advisory and counselling services, detoxification and 
rehabilitation facilities, and a coordinated approach by all 
agencies involved, including the voluntary sector which here too 
plays an important part. The Health of the Nation White Paper (Cm 
1523, 1991) proposed targets for reducing alcohol consumption. 

4.8. Mentally disordered offenders are a relatively small group 
among substance misusers, but they often display a multiplicity 
of problems calling for a high level of services. As described 
at paragraph 2.2 above, there need to be effective links between 
general mental illness, specialised forensic, and substance 
misuse services provided in a range of settings. Strategic links 
with Regional alcohol misuse coordinators and Regional drug abuse 
committees, as well as criminal justice agencies, are also 
important. Multi-agency groups for mentally disordered offenders, 
as proposed by the earlier advisory groups (CR 3.26-3.29), and 
area committees for the criminal justice system (CR 3.30-3.32) 
should be well-placed to help effect these. 



* WE RECOMMEND that active links are developed between 
services for mentally disordered offenders and those for 
substance misusers, including strategic coordination 
between multi-agency groups for mentally disordered 
offenders, area committees for the criminal justice system 
and Regional coordinative systems for alcohol and drug 
misuse services . 

Sex offenders with mental health care needs 
[Discussion Paper 4] 



4.9. Policy on services for sex offenders involves a diversity 
of interests at both national and local level. These require 
close coordination. Key issues include: 

i. the introduction by the prison service of structured 
programmes which attach importance to multi-disciplinary 
discharge plans; 

ii. the implications of the Criminal Justice Act 1991 for 
health and social services providing treatment and 
supervision in the community and advice at the point of 
sentence; 

iii. the role of the Inter-Departmental Group on Child 
Abuse; 

iv. current evaluations of treatment programmes; and 

v. the establishment of a new professional organisation, 
the National Association for the Development of Work with 
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Sex Offenders. 

4.10. Paper 4, which reflects the collective views of a number 
of interests at national level, and which was also considered by 
the research advisory group (see below), provides an analysis of 
the current position. It points the way to further collaborative 
work. In particular: 



* WE RECOMMEND that the Department of Health and the Home 
Office consider issuing multi-disciplinary guidance on the 
treatment and supervision of sex offenders to the NHS and 
probation and social services; 

* WE RECOMMEND that the Department of Health and the Home 
Office give further consideration to the implications for 
sex offenders of the Efficiency Scrutiny of the Prison 
Medical Service; 

* WE RECOMMEND that the Department of Health and the Home 
Office follow closely the work of the National Association 
for the Development of Work with Sex Offenders . 



4.11. The research advisory group has been considering the need 
for research and evaluation of aspects of work with sex 
offenders, as well as the scope for collating and disseminating 
the results. It identified four principal areas in which research 
is required: 

i . looking more closely at the criminal careers of sex 
offenders; 

ii. the cause and continuation of the paraphilias*; 

iii. a reliable classification of offending and disorder; 

iv. the evaluation of management strategies and treatments 
of offenders and their victims. 



Suicide prevention 
[Discussion Paper 5] 

4.12. Paper 5 highlights growing concern about the incidence of 
suicide and self-harm among mentally disordered people, 
especially in prison. It notes that, in 1990, a third of self- 
inflicted prison deaths were of people with a history of mental 
illness. The staffing and training advisory group has extended 
an earlier recommendation of local consultant involvement in 
prison Suicide Prevention Management Groups (PR 5.22) by 



* Arousal in response to sexual objects or situations that are not part of 
normative arousal or activity patterns 
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proposing the automatic involvement of a range of health and 
personal social services staff. 

4.13. Suicide rates are regarded as one useful outcome measure 
of the effectiveness of mental illness services. A positive 
approach to performance measurement (already begun through this 
review) should help, over time, to minimise suicides. There is 
a particular need for effective identification of people at risk 
and a coordinated approach to follow-up care. Care programmes 
have an important role to play. Staff will need guidance on how 
to approach this difficult and sensitive area. DHSS Health Notice 
(84) 25/Local Authority Social Services Letter (84)5 provides 
current guidance on the management of deliberate self-harm, but 
this may need to be supplemented. 



* WE RECOMMEND that (as also proposed by the staffing and 
training advisory group) a range of health and personal 
social services staff should be involved in Suicide 
Prevention Management Groups . 

* WE RECOMMEND that the Department of Health considers the 
need for more broadly-based guidance for health and social 
services staff on suicide prevention , including advice on 
the effective application of care programmes . (This extends 
the recommendation in paragraph 5.22 of the report of the 
prison advisory group.) 

* WE RECOMMEND the development of indicators which can help 
to measure the effectiveness of services in minimising 
suicide and self-harm among mentally disordered people. 



Children and adolescents 
[Discussion Paper 6] 



4.14. Adolescence is a stage of development rather than a precise 
age range. For the purpose of this report, we have taken 10-20 
as the approximate range of the client group. The main 
considerations are that young people receive the care and 
treatment they need in surroundings that best meet their 
interests, that they do not fall between child and adult 
services, and that the transition to adulthood (see Department 
of Health (1991) The Children Act 7 989 Guidance and Regulations - 
Volume 6: Children with Disabilities, Chapter 16; Hirst (1984) 
Moving On: Transfer of Young People with Disabilities to Adult 
Services ) is properly managed. On rare occasions some children 
under the age of 10 (ie below the age of criminal responsibility) 
will require special attention. The Health Advisory Service 
report, Bridges Over Troubled Waters (1986), is currently the 
principal source of general guidance on child and adolescent 
psychiatric services. 

4.15. There is no accurate estimate of the prevalence of mentally 
disordered adolescent offenders, although offending among young 
people aged 14-17 is higher per head of population than that of 
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any other age group and over 1 0% of the general adolescent 
population are thought to require some psychiatric intervention. 
Further research is needed. Of about 170 referrals annually to 
the one NHS secure unit for mentally disordered adolescents (the 
Gardener unit near Manchester), 68% will have committed serious 
offences, 32% will have a conduct disorder and 13% will have a 
serious mental illness . 



Specialised provision 



4.16. We have visited the Gardener unit (established as part of 
the medium secure programme: see paragraphs 2.16-2.23) twice in 
the course of this review. Three bids by the unit for supra- 
Regional funding (paragraphs 2.14-2.15) have failed in successive 
years. EL (92) 6 (paragraph 2.19 above) currently requires North 
Western RHA to afford protection to the services it provides, 
but, in the medium term, the unit's future as a national resource 
is most likely to be secured through closer local authority 
and/or Special Hospital links. 

4.17. We visited also Glenthorne Youth Treatment Centre, near 
Birmingham, until recently administered by the Department of 
Health. This is a residential centre, provided under section 
82(5) of the Children Act 1989, for adolescents in the care of 
local authorities who, on account of their behaviour, require 
special facilities not usually available in community homes. From 
1 April 1992, together with a second YTC at Brentwood, Essex, it 
became part of a new executive agency, the Youth Treatment 
Service. As noted in Paper 6, the YTCs do not take young people 
with a mental disorder (although some clients may have or acquire 
an element of mental disorder). 

4.18. Paper 6 highlights the importance of multi-agency, multi- 
professional involvement in adolescent services, as well as 
effective preventive measures. It envisages a small core team of 
forensic specialists offering advice and support in each Region 
which, in addition to service links, would maintain effective 
contact with academic departments of forensic psychiatry (the 
expansion of which has been recommended by the academic 
development advisory group). 

4.19. It is important that, as far as possible, specialised 
adolescent services are seen as part of a much wider service 
embracing a range of agencies and types of provision (health and 
local authority child care and mental health services, education, 
YTCs, Special Hospitals, etc). The Children Act now provides the 
basic framework for services, although the differing provisions 
of child care and mental health legislation are sometimes an 
issue. For example, the "mental health" label is understandably 
thought to be stigmatising, yet the Mental Health Act provides 
strong safeguards. Utting (1991) Children in the Public Care 
considers these matters in more detail: see extract at Annex J. 
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Learning disabilities 



4.20. Services for children and adolescents with learning 
disabilities that are relevant to this review will be considered 
as part of our further report on learning disabilities (see 
paragraph 1.12). A number of these young people have additional 
or multiple handicaps. The provisions of the Education Act 1981, 
which introduced statements of special educational need for 
children with "learning difficulties" (as defined in section 1(2) 
of the Act), provide a means of identifying potential problems 
from an early age. Some fruits of a Department of Health policy 
review of child and adolescent learning disability services 
(1988-9) have been subsumed within guidance on the Children Act 
(Volume 6, op cit) . 

* WE RECOMMEND research to establish the national prevalence 
of children and adolescents requiring secure or related 
specialised services . 

* WE RECOMMEND that current levels of secure health provision 
for mentally disordered adolescents are at least 
maintained , preferably through closer links with services 
provided by other agencies . 

* WE RECOMMEND that Regional Health Authorities, in 
conjunction with other agencies, consider establishing 
small core teams which can provide advice and support to 
those caring for mentally disordered children and 
adolescents with specialised needs . 

* WE RECOMMEND that, as far as possible, specialised services 
for mentally disordered adolescents are developed as part 
of a wider multi-agency service that incorporates provision 
in a range of settings. 



Elderly people 
[ Discussion Paper 7] 



4.21 . Elderly mentally disordered offenders are rare. Their needs 
must be viewed mostly in terms of the higher rates of physical 
and mental ill health of elderly people generally. However, among 
offenders, there are often problems of social isolation, 
including homelessness, as a result of which remands to prison 
are sometimes made when a community option might otherwise have 
been followed. Similarly, transfers from institutions can be 
problematic when someone has no active community ties or has lost 
the ability or will to function independently. 



* WE RECOMMEND that special consideration is given to elderly 
mentally disordered offenders to ensure that their 
physical, sensory and mental health needs are properly 
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identified and that placements, support services and 
continuing care arrangements generally can meet these 
effectively . 



Women 

[Discussion Paper 8] 



4.22. Figures show that mentally disordered offenders are mostly 
male. However, women seem to be over-represented in some service 
sectors (for example, about 20% of Special Hospital patients, 
compared to only 4% of prisoners). More women than men visit 
general practitioners with mental health problems and their 
psychiatric admission rates to hospital are higher. 

4.23. In male-dominated environments, women's needs, including 
their more personal female needs, are liable to be overlooked. 
They are sometimes subject to sexual harassment or other 
demeaning behaviour. Paper 8 focuses on the need for positive 
action to counteract these problems and generally to ensure that 
women receive the care, treatment, accommodation and 
rehabilitation they need with proper attention to their personal 
dignity. The staffing and training advisory group has been 
looking at some of the training issues as well as the need to 
ensure that staffing policies are attuned to providing the 
necessary opportunities for patients and staff alike. 



* WE RECOMMEND that agencies examine the range of care and 
support available to female mentally disordered offenders 
to ensure that services, including staffing and training 
policies, are capable of being properly responsive to the 
individual needs and aspirations of women. 

* WE RECOMMEND that agencies ensure that a range of suitable 
accommodation is available so that female mentally 
disordered defendants are not remanded unnecessarily in 
custody. 
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Part Five 



Recommendations 



General 



1. WE RECOMMEND that agencies' approach to services for 
mentally disordered offenders with special needs is 
consistent with the considerations set out at paragraph 
2 . 2 . 

2. WE RECOMMEND that the planning of services for mentally 
disordered offenders, based on local needs assessments, and 
the wider links developed by specialised teams dealing with 
such patients, should take particular account of the 
additional inputs that may be required to identify and 
provide for special needs at key points of the system. 

3. WE RECOMMEND that , wherever possible, the special needs of 
mentally disordered offenders are met by local services, 
but that, where, in the best interests of the patient, it 
is necessary to make referrals to services outside the 
locality, effective links are maintained with those in a 
patient's home district. (This recommendation is very 
similar to that at paragraph 3.46 of the community group 
report . ) 

4. WE RECOMMEND that (as is already the case) the finance 
advisory group considers the implications of 
"purchaser /provider" arrangements for services with an 
extra -Regi onal catchment, including the need for effective 
mechanisms to ensure that, where necessary , specialised 
services for mentally disordered offenders can be developed 
and maintained supra-Regi onally . 

5. WE RECOMMEND that, in suitable cases. Supra- Regional 
funding is regarded as a realistic option for health 
services for mentally disordered offenders with a supra- 
Regional or national catchment. 

6. WE RECOMMEND that staff from other health and social 
service teams should, as necessary, be involved with the 
mental health care services in the operation of care 
programmes or other continuing care arrangements for 
mentally disordered offenders with special needs. These 
arrangements should take account of any special 
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requirements , including therapy needs, that patients may 
have to enable them to contribute to decisions about future 
care . 

7. WE RECOMMEND that agencies should ensure that staff are 
trained in the recognition and initial handling of a broad 
range of special needs. 



Health care for prisoners 



8. WE RECOMMEND that specific standards relating to mental 
health care screening on reception to prison (see paragraph 
4.9 of the prison advisory group report) should take 
account of the importance of identifying special needs. 

9. WE RECOMMEND that contracts for the delivery of mental 
health care services to prisons should include a 
requirement for staff to facilitate, as necessary, 
arrangements to meet the additional special needs of 
patients . 



Learning disabilities 



10. WE RECOMMEND that suitable provision for people with 
learning disabilities, based on Regional assessments of 
need, is explicitly recognised as an aim of the medium 
secure programme. 

11. WE RECOMMEND that the care programme arrangements should 
apply explicitly to offenders with learning disabilities 
leaving hospital or prison who need continuing care from 
the health or social services . The education services 
should , as necessary, be involved in such arrangements . 



Brain injury 



12. WE RECOMMEND that greater awareness of brain injury is 
encouraged among the police and other criminal justice 
staff. 

13. WE RECOMMEND that effective links are developed between 
brain injury services and other services dealing with 
mentally disordered offenders. 

14. WE RECOMMEND that the particular needs of offenders with 
brain injury are recognised in agencies ' planning, 
including the need for access to specialised rehabilitation 
services and for a positive and coordinated approach 
(involving families, carers and employers as necessary) to 
rehabilitation in the community. 
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Hearing impairment 



15. WE RECOMMEND that strategies for mentally disordered 
offenders take account of the need for staff in a range of 
settings to be able to recognise and respond to the needs 
of deaf or hearing impaired people . There should be access 
to interpreters and speech therapists (including, where 
necessary , in police stations and courts) and a positive 
approach to screening. Imaginative programmes should be 
developed for profoundly deaf people who may, in seme 
instances, require access to specialised services away from 
(but with continuing links with) their home district. 



Substance misuse 



16. WE RECOMMEND that active links are developed between 
services for mentally disordered offenders and those for 
substance misusers, including strategic coordination 
between multi-agency groups for mentally disordered 
offenders, area committees for the criminal justice system 
and Regional coor dinative systems for alcohol and drug 
misuse services. 



Sex offenders with mental health care needs 



17. WE RECOMMEND that the Department of Health and the Home 
Office consider issuing multi-disciplinary guidance on the 
treatment and supervision of sex offenders to the NHS and 
probation and social services . 

18. WE RECOMMEND that the Department of Health and the Home 
Office give further consideration to the implications for 
sex offenders of the Efficiency Scrutiny of the Prison 
Medical Service • 

19. WE RECOMMEND that the Department of Health and the Home 
Office follow closely the work of the National Association 
for the Development of Work with Sex Offenders . 



Suicide prevention 



20. WE RECOMMEND that (as also proposed by the staffing and 
training advisory group) a range of health and personal 
social services staff should be involved in Suicide 
Prevention Management Groups . 

21. WE RECOMMEND that the Department of Health considers the 
need for more broadly-based guidance for health and social 
services staff on suicide prevention , including advice on 
the effective application of care programmes. (This extends 
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the recommendation in paragraph 5.22 of the report of the 
prison advisory group.) 

22. WE RECOMMEND the development of indicators which can help 
to measure the effectiveness of services in minimising 
suicide and self-harm among mentally disordered people. 



Children and adolescents 



23. WE RECOMMEND research to establish the national prevalence 
of children and adolescents requiring secure or related 
specialised services . 

24. WE RECOMMEND that current levels of secure health provision 
for mentally disordered adolescents are at least 
maintained , preferably through closer links with services 
provided by other agencies. 

25. WE RECOMMEND that Regional Health Authorities , in 
conjunction with other agencies, consider establishing 
small core te ams which can provide advice and support to 
those caring for mentally disordered children and 
adolescents with specialised needs. 

26. WE RECOMMEND that, as far as possible, specialised services 
for mentally disordered adolescents are developed as part 
of a wider multi-agency service that incorporates provision 
in a range of settings. 



Elderly people 



27. WE RECOMMEND that special consideration is given to elderly 
mentally disordered offenders to ensure that their 
physical, sensory and mental health needs are properly 
identified and that placements, support services and 
continuing care arrangements generally can meet these 
effectively . 



Women 



28. WE RECOMMEND that agencies examine the range of care and 
support available to female mentally disordered offenders 
to ensure that services, including staffing and training 
policies, are capable of being properly responsive to the 
individual needs and aspirations of women. 

29. WE RECOMMEND that agencies ensure that a range of suitable 
accommodation is available so that female mentally 
disordered defendants are not remanded unnecessarily in 
custody . 
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DRAFT HEALTH CIRCULAR 






ACTIOS 



HEALTH SERVICES FOR PEOPLE 
WITH LEARNING DISABILITIES (MENTAL HANDICAP) 



1. District health authorities should) 



This circular will be cancelled [reviewed] on.... 

SUMMARY 

People with learning disabilities (mental handicap) 
need, and have the same rights of access to NBS 
services as other citisens. They should not be 
hindered in gaining access to or denied health care 
because of their disabilities. 

The enclosed Local Authority Circular "Social Care 
for Adults with Learning Disabilities (Mental 
Handicap)" and the annexed booklet "Developing Day 
Services for People with Learning Disabilities 
(Mental Handicap)", reinforce general advice to local 
authorities on developing co— inlty care and give 
specific guidance on the planning of services. This 
Circular asks BBS purchasing authorities to include 
in their contracts specific provisions to enable 
people with learning disabilities to access and use 
NBS health care services and, where necessary, to 
sake special provision in oases where the health care 
needs of people with learning disabilities cannot be 
net through the ordinary range of services. 



(a) ensure that service epecif ications for health care include 
appropriate provision for meeting the needs of people with 
learning disabilities, and should use contracts with provider 
units to ensure that wherever practicable people with 
learning disabilities are enabled to use the ordinary range 
of health services; 

(b) consider contracting for additional services for people with 
learning disabilities, including) 

alternatives to the ordinary services, where it proves 
impossible for their general health needs to be met by 
ordinary NBS services; 

- specialist assessment and treatment services, in 
hospital or community settings, where patients with 
learning disabilities need treatment for psychiatric 
illness or severe behaviour disturbance that can not be 
met adequately within the general psychiatric services; 
and 

residential care (or respite care) for people with 
severe or profound learning disabilities and physical, 
sensory or psychiatric conditions, where a multi- 
professional assessment and consultation with parents or 
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ANNEX C 



carer# leads to the conclusion that only ths NHS can 
provide tha services they need cost affectively, 

(c) aim to ensure that during the transition to community-based 
services , the quality of care provided in specialist mental 
handicap hospitals improves at least in line with general 
Improvements in health provision. 

BACKGROUND 

2 , People with learning disabilities (mental handicap) have the same 
rights of access to health services as all other citizens. Many 'have 
greater health needs than people without such disabilities; this makes 
it all the more important that they should not be denied access to 
health care because of their disabilities. 

3. Most people with learning disabilities need, and can use, the 
ordinary range of health services. Some, however, will need assistance 
or special consideration if they are to be able to use these services. 
Others may have needs that can only be met by the provision of services 
solely for people with learning disabilities. 

NHS HKSPOHS ZBILITIB8 

ordinary ranee of health sary<g ttt 

4. Examples of common situations that can make it difficult for 
people with learning disabilities to get the health care they need, or 
be treated satisfactorily, are set out in the annex to this note. 
Sometimes these difficulties can be o vs r coma without additional 



resources, in other cases additional resources will be necessary to 
enable people with learning disabilities to use the services 
satisfactorily. Either way, purchasers should aim to ensure that, 
wherever practicable, people with learning disabilities can use the 
ordinary range of health services. 

f or additional health services 

5. Purchasers will also need to consider contracting for services to 
meet the health needs of people with learning disabilities that cannot 
be met through contracts for the ordinary range of services. 
Consideration should be given to the following possibilities! 

ftlttrnatiyei to the ordinary services 

In some places it QAX prove impossible for the general health 
needs of people with learning disabilities to be met by 
ordinary NHS services. Por example, where local NHS dental 
practitioners feel unable to treat patients with severe 
learning disabilities, district health and family health 
services authorities will need to arrange alternative 
services as per circular HC(89)2; 

Specialist lantal health provision 

Soma people with learning disabilities need treatment for 
psychiatric illness or severe behaviour disturbance. If it 
is not possible adequately to meet these patients' needs 
within the general psychiatric services, specialist 
assessment and treatment services will be needed, in hoepital 
or community settings; 
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MBS residential, care 

The large majority of people with learning disabilities not 
living with thair familias oan ba carad for in raaidantial 
accommodation arrangad through tha ralavant social services 
authority. Thara ara, however, likaly to ba a amall number 
of paopla with severe or profound laarning disabilities and 
physical, sensory or psychiatric conditions who need long 
term residential care, where a multi-professional assessment 
and consultation with parents or carers leads to the 
conclusion that the services they need can only be 
appropriately and cost effectively provided by the HHS. 
Similarly, where such people are ordinarily cared for by 
their families, there may be a need for some short term 
respite care arrangements to be provided by the NBS. 

T£aaiitlQaal_EM.pong ibi ilty for people in mental handicap hospitals 

t 

6. In addition to seeking to meet the NHS's on-going responsibility 
for. providing health services to people with learning disabilities, 
district health authority purchasere will need to take account of the 
needs of the residents of the remaining specialist mental handicap 
hospitals. There are currently some 25,000 people in such hospitals - 
over two thirds have been there for at least five years. It is likely 
that most of these 25,000 people would now be assessed as 
inappropriately placed in what is, in effect, essentially long term 
social care in an HHS residential setting, though some will also have 
chronic health needs in addition to their learning disability. 

7 . Steady progress is being made with the relocation of such 
residents into community settings. Ministers look to health 



authorities to continue to work with matching social services 
departments in planning the transfer of residents, and resources to 
support them, to the community, with a view to closing the old mental 
handicap hospitals as quickly as practicable. The pace of transfer 
will depend on local circumstances and resources. 

8. In the meantime, district health authorities have a continuing 
responsibility for the residents of mental handicap hospitals. While 
the hospitals remain there must be no abandonment of responsibility to 
maintain a satisfactory level of care. Indeed health authorities 
should aim to ensure that the quality of care these people receive 
improves at least in line with general improvements. 

HHS RESPONSIBILITIES TO LOCAL AUTHORITIES 

9. Local authorities will look to health authorities to secure 
through their contracts the services of professional staff, including 
nurses, psychologists and therapists, to assess the needs of 
individuals with learning disabilities and to provide health services 
for them. 



Enquiries 

Any enquiries about this HC should be addressed toi 



( 1 
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ANNEX 



1. Tha following are examples of problsms that can ariae which may 
aithar pravant paopla with laarning dieabilitiaa from getting tha 
haalth cara thay naad, or maka thair axparianca of receiving haalth 
care much last aatiafactory than that of a person without a laarning 
u "ability! 

a hoapital doctor ia facad in hia out-patient clinic with a 

» 

paraon with a aavara laarning dieability who haa no speech; 

aftar an appendectomy, tha nuraaa on a ganaral aurgical ward 
hava to provide poat oparativa cara for a paraon with a 
laarning diaability who doaa ,not saam to undaratand thair 
raquaata, or conform to tha ordinary ward raquiramanta . 



2 th forethought problama auch aa thaaa can ba overcome* 



3. Neither of thaaa, or many aimilar examples that could be given, 
raises complex issues, but some prior consideration is needed if people 
with learning disabilities are to ba enabled to use tha ordinary range 
of haalth services and ba satisfactorily treated while doing so. 



- a parson with appropriate knowledge and axparianca of paopla 
with laarning disabilities could ba available to facilitate 
tha out-patiant consultation, rather as an interpreter ia 
necessary in cases of consultations between patients and 
doctors with no common language; 

- aithar tha staff of tha ganaral surgical ward could ba 
augmented with tha temporary help of experienced mental 
handicap nurses, or early discharge could ba arranged, with 

proper community nursing provided . 
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service to another (especially resettling people from long term 

hospital cars to locally bassd, smallsr seals forms of cars)# This 

experience has confirmed that, with appropriate support and 
opportunities, people with learning disabilities are capable of 
considerable personal development and of making a positive 
contribution to society, and few, if any, need to live long term in 
hospitals. 



This circular gives specific guidance to local authorities on planning 
services for adults with a learning disabilities (mental handicap). It 
reinforces the general guidance on developing community care set out 
in -Community Care - the Next Decade and Beyond". Separate guidance 
will be issued later in relation to services for children. 

hzum 

Local authorities are asked to take account of the guidance in this 
circular when preparing their community care plans and purchasing 
specifications, and when designing and developing care management and 
quality assurance arrangements for adults with a learning disability. 

C&BXSXX 

1. Over the years since the 1971 White Paper "Better Services for 
the Mentally Handicapped", considerable experience has been developed 
in providing new forms of home care, day and residential services for 
people with learning disabilities (mental handicap). There has also 
been increasing experience of managing the transition from one form of 



2. Over the last twenty years, local authority social service# 
departments have increasingly been seen as the main statutory agency 
for planning and arranging services, not only for people with a mild 
or moderate learning disability, but also for those with a severe or 
profound disability. The Government believes this trend is right, and 
as the changes resulting from the Health Services and Community Care 
Act come into force, local authorities will have the clear statutory 
responsibility for assessing, and where practicable, making 
arrangements for meeting, the social needs of people with a learning 
disability, and for bringing apparent housing and health care needs to 
the attention of the appropriate authorities through their community 
care plans. There is also a clear need to plan services in close 
collaboration with local education authorities. 

POPULATION TQ BB gSBMLB 

3. There is no precise information available nationally about the 
number of people with learning disabilities, or the degree of those 
disabilities. Evidence from a number of epidemiological studies 
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guidance "Community Cara in tha Next Decade and Beyond", and by the 
guidance more specific to the neede of people with learning 
disabilities set out in paragraphs 6-8 below. 

SAryicftS- ihould_ba_j&lanned on an individual baslf . 

6. In the past people with learning disabilities have often not been 
treated as individuals, with very personal needs and preferences, but 
rather offered pra-datermined sets of services (and denied others) on 
the basis of stereotypical notions of what people with learning 
difficulties need. The individuality of people with learning 
disabilities should be recognised and the aim in future should be to 
arrange services on an increasingly individual basis, taking account 
of age, needs, degree of disability, personal preferences of the 
individual and his or parents or carers, culture, race and gender. 

The contribution of parents and carers, and resolving conflicts 

7 . Parents and carers usually have unmatched experience of the 
individual disabled person and his/her needs and preferences, and they 
should be fully involved in decisions about the services to be 
arranged. Sometimes there will be differences of view between people 
with learning disabilities and their parents /carers over what services 
are most appropriate. Conciliation and counselling should be offered 
in such situations, but in general the views of the person with a 
learning disability should be respected. There may also be 
differences of view between parents and professional staff. Every 



suggests there are probably around 120,000 adults in England with 
severe and profound learning disability, most of whom require 
considerable help in order to live, initially in their family homes 
and later in appropriate residential accommodation. This number may 
be growing, as advances in treatment mean people with particular forms 
of disability have a greater life expectancy. In addition, there are 
probably about 30,000 children under 16 with severe or profound 
learning disabilities whose needs and wishes, and those of their 
parents, as they approach the transition to adulthood, need to be 
determined and taken into account. Finally, there are many thousands 
of people with a mild or moderate degree of learning disability, whose 
needs for support vary widely, but must also be considered, 

4. Of the approximately 120,000 adults in England with a severe or 
profound learning disability, the Department estimates that, 
currently, about a quarter live in hospital and NHS community units, 
up to another quarter live in residential accommodation provided by 
local authority social services departments or the voluntary or 
private sectors, and at least half live with their parents or other 
carers . 

SERVI-CS PRINCIPLES 

5. Policy for providing services, and services themselves, should be 
based on clear principles founded on explicit values. Authorities 
should be guided by the general approach to community care set out in 
the White Paper "Caring for People” (Cm 849) and the subsequent policy 
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effort should be mads to resolve these. Where this cannot be done it 
is open to the parent to involve the complaints procedure and seek a 
formal view. 



need to be developed. Social care refers essentially to the person to 
person support that may be needed in any or all of the following: 

: arranging accommodation and helping to make it into a home; 



Continuity of service provision. 

8. Many people with severe or profound learning disabilities will 
need support throughout their lives, though the nature of that support 
needs regular appraisal so that changing circumstances and needs can 
be identified. Parents and carers are often understandably anxious 
about the continuity of service provision, particularly continuity of 
caring and service provision after their own deaths. Some parents and 
carers are concerned about the closure of the traditional mental 
handicap hospitals precisely because such hospitals seem to offer more 
assurance about continuity of caring and support than community based 
services. Authorities should recognise these entirely legitimate 
concerns and aim to give assurance that the essential needs of 
severely and profoundly disabled people will be met on a life-long 
basis. 



: providing personal support for daily living, in relation to 

basic activities of life such as eating, dressing and 
washing; 

> assisting the development of friendships and social 
relationships; 

: teaching and supporting socially competent behaviour; 

: creating opportunities for the development of personal and 

social skills, and enhancing and maintaining competencies. 

i enabling the use of everyday education, leisure and other 
facilities in the community; 



PIAMNING TO MEET SOCIAL CARS HBS B1 

9. The purchase and provision of social care should be seen as an 
active and responsive process that builds where possible on the 
expressed wishes and preferences of individuals , recognising their 
strengths and aiming to meet their needs. Skills in those care 
management issues specific to people with learning disabilities will 



t helping develop occupational skills, and finding and 
supporting employment; 

i facilitating access to health care and other statutory 
services and entitlements; 
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I counselling to enable the individual with learning 
disability or his family /carers to make best use of 
available services. 

t providing social work help and support to enable individuals 
and families to deal with emotional and practical stresses. 

10, To meet this diverse range of needs, local authorities will need 
to adopt a co-ordinated approach, involving all relevant departments, 
professional inputs, including those of NHS staff, to plan and arrange 
a wide range of services, where appropriate by contracting them from 
the voluntary and private sectors. Services should be developed in 
accordance with the principles referred tp in paragraphs 5-8. The 
following paragraphs and the annex offer specific guidance on planning 
and assessing home care, day and residential services. 

flQME CARE AMD SUPPORT SERVICES 

11. Home care and support services have four main elements: 

(i) providing reliable help with direct, physical and personal 
care, and day to day living activities; 

(ii) teaching skills in their own or family homes to increase the 



places of work, learning or daily occupation, on public 
transport and in various community settings; 

(iii) offering 'sitting services' on a routine basis, in and out 
of office hours and at times of stress and pressing need; 

(iv) providing information about services and benefits available 
to people with learning disabilities and their families or 
carers. 

eftL-gfifiyicBg 

12. Day services are seen both by people with learning disabilities, 
and their families and carers, as providing vital opportunities for 
personal development. The provision of suitable day activities is an 
essential component in social care as outlined in paragraph 9 above. 

13. Traditionally local authorities have sought to create day 
opportunities largely through the provision of adult training centres. 
They currently provide about 56,000 day centre places, and for very 
many people with a learning disability, these represent a major 
element of service provision. Inevitably therefore, such centres have 
come to be viewed as having a key role. 

14. In 1989, the Social Services Inspectorate published the report of 
the first national inspection of local authority day services under 



independence of people with learning disabilities. It will 
also be necessary to extend this teaching into people's 
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the title "Individual*, Programmes and Plan*" 1 . That report, with tha 
idea* it suggested for tha future development of services, was 
generally well received, and forms the basis for the following 
guidance. 

15. Local authorities should plan to shift away from services based 
on attendance at the traditional adult training centre, towards an 
approach to day services based on individual assessment and 
programmes, in which skill learning and vocational preparation are 
prominent. The aim should be to move towards a personally planned 
programme of day activities — social, educational, vocational and 
leisure - which make use of ordinary community facilities wherever 
practicable. 

16. It is of particular Importance that day opportunities should 
enable the gains of people's school years to continue to be 
maintained, and where practicable enable them to achieve even greater 
independence. They should be planned to build on the programmes that 
have been provided by local education authorities during the school 
years, to try to meet the more hopeful expectations of people's 
families and advocates. 

17. In some areas, local authorities are moving towards a "resource 
centre" approach, in which the centre serves as the base for the 
planning of individual programmes and the provision of some services. 



People with learning disabilities are also supported in using the 
education, training and employment opportunities in the locality 
available to the community as a whole. 

18. As part of the development of new forms of service, local 
authorities should give particular priority to provision for people 
with learning disabilities and special needs. 

19. In planning day services, social services departments will need 
to work closely with education departments, particularly in relation 
to making provision for those leaving full time education as required 
by the provisions of the Disabled Persons (Services, Consultation and 
Representation) Act 1986, with health authorities, and with those 
concerned to provide employment opportunities. 

20. Given the necessary training and support many including those 
previously not thought capable of employment are able to work. 
Authorities should seek to make full use of the wide range of training 
and employment opportunities which now exist for people with learning 
disabilities including sheltered workshops, supported employment, 
schemes and open employment in a variety of jobs and industries. 

21. Annexed to this circular is a booklet of more detailed guidance 
on the development of day services, which focuses upon the main issues 
discussed in the 1989 SSI report. Authorities should use this 
guidance to develop new forms of day services, so that over time 
existing services are developed and brought into line with the pattern 
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of services recommended . 

RESIDENTIAL CARE 

22. Most adults with severe or profound learning disabilities are 
likely to need to live other than in their family homes at some point. 
In considering residential needs local authorities will need regularly 
to assess each individual and the capacity and willingness of families 
and carers to continue to support the individual and, insofar as 
resources allow, plan a package of services aimed to ensure that he or 
she receives any supporting services needed in the setting which 
offers most scope for individual development and well-being. 

23. Some take the view that, where a person with a severe or profound 
learning disability does not live in the parental home, the selection 
of housing and support should be guided by the "ordinary life" model. 
Here the preferred options include living alone in a flat or house, 
sharing a home with non-disabled people, living with partners or as 
part of a small group with chosen friends. Others seek a range of 
options, including sheltered housing, group homes, hostels and 
residential (including village) communities. Contrasting views on the 
pros and cons of particular options are set out in the National 
Development Team's paper "Policies with Values and Vision for the 
1990s" 1 and the book "The Place of Special Villages and Residential 



Communities" , ( Segal, I990) 1 . 

24. The need is to continue to move towards arrangements in which 
people with learning disability are increasingly treated as 
individuals, in circumstances where they are supported by people 
respectful of them as individual human beings and able, in a 
continuing and stable relationship, to understand their needs and 
respond sensitively and flexibly. This means, in particular, 
reappraising the form of housing and support preferred by 
individuals at different stages in their lives. The ability to 
arrange an appropriate, individually-based service depends largely, 
though not exclusively, on the number, type, attitude and training of 
the staff providing support. This may prove very difficult to achieve 
in settings accommodating large numbers, as large institutions can 
have their own, negative effects which are independent of the initial 
disabilities of those being cared for. 

25. Authorities will need to consider what resources are available 
for developing services, and how these are best used to continue to 
make progress towards a service based around individuals. In the 
Government's view, there is a wide range of acceptable living 
arrangements, including sharing with non disabled people, ordinary 
housing, hostels, homes and (provided they are outward looking and 
closely associated with the general community) residential or village 
communities. The key issue to be faced locally is what housing and 
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support services can provide greatest scope in moving towards an 
increasingly individually-based service able to meet the needs of 
people as outlined in paragraph 9/ while being realistic in terms of 
resources. 

26. Short term care . When considering the extent and nature of long 
term housing arrangements to be provided, authorities should also 
consider the need for short term care accommodation. The Department 
estimates that more than half of all adults with severe or profound 
learning disabilities live with their parents or other informal 
carers. One of the services that is important to people with learning 
disabilities and upon which many parents and carers rely is short term 
care, to give them a break from caring when family circumstances 
require it. Short term care can alio assist in helping a person with 

t 

a learning disability make the transition from life with his or her 
family to living more independently. Finally, short term care can 
offer extra opportunities and experience for people with learning 
disabilities living in various kinds of long term residential 
accommodation . 



for parents or carers, whether for an evening or for a longer period. 

BBSfly&Cga 

28. Services for people with learning disabilities provided or 
arranged by local authority social services departments have increased 
substantially. Rationally, since 1979 identifiable expenditure on 
such services has increased every year in real terms, and the 
Government expects that this will continue. The pace at which 
services can develop in particular localities is, however, a matter 
for local determination in the light of available resources and 
competing pressures on service. While setting out the desirable 
direction for future service developments, this circular places no 
specific new requirements on local authorities. 



27. Authorities should look imaginatively at developing forms of 
short term care sensitive to the needs both of people with learning 
disabilities and their carers. In particular the development of short 
terra care through planned short term placements with "link" families, 
has often proved both practicable and valued, and should be 
considered. Another important form of service is providing short term 
care in the person's own home, by arranging for someone to substitute 
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ANNEX D 



House of Lords debate on specialist hospital units , 18 
December 1991: extract from the speech of Baroness 

Hooper 



The Parliamentary Under-Secretary of State, Within this overall framework created by the 

Department of Health (Baroness Hooper): My Lords, reforms we have been particularly concerned to 

there can be no doubt about the importance and value ensure that proper funding arrangements are made for 

of the services which specialist units and centres of specialist services. Those arrangements will need to be 

excellence provide. We have heard of some excellent flexible enough to reflect the diversity of services 

examples of developing these services from the noble provided, and indeed who they are provided for. The 

Baroness, Lady Masham, and the noble Lord, Lord breadth of the examples referred to this evening 

Butterfield, who spoke of the diabetic units and the underline that need for flexibility, 

work of the Lane-Fox Unit. The noble Lord, Lord Of course we have never pretended that all services 

Ennais, mentioned the B-12 Unit. ** contracted for on a local DHA basis. Because 

I wish to emphasise that 1 believe that there can be of their catchment population, or because of research 

no doubt about the Government’s recognition of the or teaching aspects, there will be specialist services 

vital role that the units play in providing for the which need to be unded on a regional or national 

overall well-being and health of the nation. It may be basis. Indeed, the White Paper Working for Patients 

in service terms, providing specialist care to a wide underlined the importance we attach to the continued 

catc hm ent population; in research terms, as centres in existence of" specialist services and our commitment to 

pus hin g back the frontiers of medical advancement secure an environment which will enable them to 

prosper in line with their popularity and the need for 
and achievement; or m educational terms in them. 

developing and training the future generation of The framework under which the majority of 

clinical specialists both at undergraduate and at specia iist services are currently delivered therefore 

postgraduate levels. ... reflects their particular characteristics. Special Health 

I realise that uncertainty can be created by change. Authorities continue to be centrally funded by the 

As my noble friend Lord McCoU said, people do not department. There are also services which are only 

always welcome change. However, I would not wish 

anyone to think that the effect of the reforms will be available in a small number of units throughout the 

negative for these special units. On the contrary, the country. These supra-regional services are also funded 

principles of the reforms have put in place the centrally. There are too services where it is sensible to 

foundation which will enable such units to thrive. It continue funding on a regional basis and those where 

may therefore be appropriate if I begin by referring to DHAs have a role to play in representing the interests 

the reforms and then explain how the specialist °f their residents more closely, 

services fit into them. There is no centrally dictated straitjacket that the 

With the implementation of the reforms, district Government are imposing. However, the depart- 

health authorities are now responsible for assessing ment’s management executive, together with the 

the health needs of their residents and for securing regions concerned, is keeping these issues under 

access to a comprehensive range of services which aim review as part of its ongoing review process. Our 

to meet those needs. They are therefore becoming policy in implementing the reforms has always been 

more aware and better informed about the health one of managing change in a planned and sensible 

needs of their residents and they are in a better wa y- The continued provision of specialist services is 

position to make judgments about what services are no exception to this policy. 

required and where to purchase them to meet the - The London Postgraduate Special Health 

needs and wishes of their residents. Authorities — eight in all — are just one example of the 

The noble Baroness, Lady Robson, referred to the wa y in which we have sought to provide a sound base 

system of contracting. The separation of the role of for centres of excellence to function. These national 

the DHA from hospitals and units providing services centres of clinical excellence provide the foci for 

has given hospitals and units greater control over their research and development, medical education and 

own affairs. It Has enabled them to manage themselves training, and non-medical education and training 

and organise their services in ways which are more within their fields. We have recently reconfirmed our 

responsive to patients* needs. The contracts provide commitment to the special health authorities as 

the mechanism for securing and ensuring the delivery national centres for research and development and we 

of a high quality, consumer-responsive health service. intend to maintain central funding and management 

Hospitals will increasingly get paid for the number of for the next two years, 

patients they treat rather than, as in the past, being 
funded to provide access to facilities irrespective of 
usage. The principles which the reforms have put in 
place tackle the efficiency trap and units providing 
high quality services — such as the units we have heard 
about this evening — can only stand to gain. 
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The noble Baroness, Lady Masham, raised a 
number of anxieties concerning the supra-regional 
services and those anxieties were echoed by other 
speakers. The department’s funding of supra-regional 
services is another example of the importance we 
attach to the provision of specialist services. In the 
current financial year we have provided central 
funding worth £100 million. I can therefore correct the 
somewhat lower figure quoted by the noble Lord, 
Lord Butterfield. In those cases the department is 
acting directly to secure care through contracts and all 
residents are able to benefit from the services. The 
contracts cover the provision of high profile services 
such as heart and liver transplants together with less 
well known but equally pioneering services such as 
cancer services for eye and bone tumours. 

Where services develop to the stage where they are 
largely provided on a regional basis — -spinal injury 
services are an example — it is only equitable that 
designation as a supra-regional service ceases and that 
health authorities contract for their provision in the 
same way as for other mainstream health services. 
De-designation has been planned and prepared for. It 
is clearly important that the transition from 
supra-regional service status is handled in a managed 
manner. 



: . * « ui, iiuui uic ccnirc oui win 

be distributed to regions to secure services for theii 
residents. However, regions will be expected to use 
that funding in 1992-93 on. a “smooth take off, no 
surprises” basis. We would not expect any majoi 
changes. Therefore, contracts will be entered into on a 
histone basis but thcre wiU be scope for amending and 

improving them as time goes on. 

In coming to its decision to recommend de- 
designation of spinal injury services the supra-regional 
services advisory group noted that in most cases the 

Provided largely tojiatients from the host 
region. The group believes that it would be in the best 
interests of units and their patients for the service to be 

° D a regional rather ^an a supra-regional 
basis ‘ Dlstncts and rc ffons have adopted a number of 

continnp h frt l ° * lhat simiIar valuable services 
continue to prosper. 
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DEPARTMENT OF HEALTH AND SOCIAL SECURITY 



To: Regional Health Authorities ) 

District Heeith Authorities I 

Bowii of Governors I for action 

Special Health Authority* far th« London ) 

Postgraduate Teaching Hospitals ) 

Community Health Councils • for information 



HEALTH SERVICE DEVELOPMENT 
SUPRA-REGIONAL SERVICES 



Dtcambar 1983 



SUMMARY 

This Notice tfe$crib« the arrangements now in force for funding services designated as 
supra- regional. It also sets out the procedure for considering additional services which might tm 
funded in this way. 



INTRODUCTION 

1. Ear! iff this yaar it was agreed between the Department, Regional Health Authorities and the Joint 
Consultants Committee that new arrangements should be introduced for funding the enall number of specialised 
health services which, in order to be economically viable or clinically effective, need to be provided for • 
population substantially larger than that of any one region. Among other things this decision took into wcount 
the commitment of resources nationally which the planning of supra- regional services involves, and the difficulty 
for an individual authority of having to weigh this against the claims of its own local services. The aim of the new 
arrangements is not to insulate supra-regiona! services from outside pressure, or to shield them from the general 
need for efficiency, but to ensure that resources devoted to them are sensibly deployed and kept in balance with 
the needs of local services. Disturbance of existing resource allocation arrangements is being kept to a minimum, 

2. The new arrangements, which came into force at the beginning of the financial yaar 1983/84. apply initially 
to four services. They are: 

paediatric haemodialysis and transplantation 

spinal services 

services for the management of ehorioncarcinoma 
the National Poisons Information Service 

The arrangements supersede those introduced experimentally in 1980-81 under which these four services were 
specially treated if die calculation of RAWP targets. They do not apply in Wales, where separate arrangements 

exist 



ADVISORY GROUP 



3 A Supr*-Re«ion»l Stnica Advisory Group h«s now been waUidMd. Its twms of nfer.no. »r» "To advix 
th. Secretary of Sate, throo* Chairmen of Regional Health Authorities, on the ld.ntifict.on of saraces to be 
funded iUDr* -regionally and on tha appropriate level of provision". The members of the Group are listed in Annex 
A. Each year the Group will advise Ministers, through RHA Chairman, on which services should be funded supra- 
regionally in the forthcoming year, which units should be designated to provide them, and what level of funds 
should be allocated to each designated unit, and authorities will then be notified of the decisions reached on the 
Group's recommendations. The arrangements for considering new proposals era described below (paragraph 6). 
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FINANCIAL ARRANGEMENTS 

4. One it h« bwn <***! <tat , nfeHMdh 

b ten identified, the money being spent on a d back m a specific allocation to the 

allocation to tha Regional or Special Health Authority ™ its RAWP target, 

centre in qu«tion. Such sums are aub«qu*rttiy a R^n 

And thud prot»ctsd frofn further redistribution throuflh thi RAWr pt* A/ 4 uU/w Grouo Thu* 

MM by *. Scmvy of ta» hft 

for bw- r*fl(om in which wpwt^omI wvlc « loorMd. th. 

will how thrao main componono: th. RAWF »lioe*tlon, SIFT, and . mpn-rwonal larvicw location. 

5. It h» bwn *wi with th. MdU protoion 

ancouragad to provida servicas which art baing funded supre^gior^ly, sme* • pnoH tf is wou* the 
Mpnand unis which «» inao*d to pravld. 

de signated would hava to coma from tha normal allocatiom of th# haalth authority eoncamad. 

CONSIDERATION OF PROPOSALS AND CRITERIA FOR SELECTION 

8. Th. wmt to b. tflocatad » ttipfu^gional wtvica. murt b. ^ 

allocation to haalth authority Tim maaiu that propotalt mu n 

SJSL^’tSdS ^^“-^wiU £££?&*£ Ct b. 

aubrnitSd to tha Department by a Regional Health Authority a Spec ial Hri * * *1*^^ * normX tal 
professional body (eg. Royal Coll ega, Faulty or Swety).! « 
channallad through tha Joint Constant* Committaa, Tha criteria which tha Advbory .roup intindi to apply art 
•at out. tooether with guidelines on tha information which ihould accompany submissions from RHAa or SI *As, in 
Zw bTSTu ThT of supra-regional funding for infant and rwonatal cardiac surgery ha. 

•Iraady baan rafarrad to tha Group. It ha. also recommended that bona marrov tofftsplantattor^ witablafor 
ragional rathar thwi suprt-ragiooaJ development. and Ministers* decisions about tha hava now baan announce!. 

7. Tha Advisory Group will ba monitoring tha davaiopmant of designated $arvic« and th# paHormanc« of 
individual units dasignatad for thalr provision. It may racommand that supra-regional designation » m irawn 
for example, tha sarvica is no longer rvs#d*d or could battar ba provided at regional laval. If any authority disagrees 
with tha continuing fupra-ragional designation of a particular sarvica it will ba open to ft to pyt its case to 
tha Group. 



ACTION 

8. Haalth Authorities art asked to taka account of tha new arrangement! In their planning and financial 
allocation procedures and to not* tha critaria and information requirements sat out in Annex B of this Notice. 
Any naw proposals by RHAs or SHAs for supra-reQiona l fun ding should ba submitted to tha Department at room 
1112 Hannibal House, Elephant and Castle, London SE1 6TE, 



Freni: 

HeeMi Senrte* DMricn 2A 
HmU Houm 
E lephant end Caade 

LONDON SE1 6TE SRF/1 

Tel: 01-703 6380 Ext 3389 er 3672 

Furthar eapta* of titb Notto* may ba o bta in e d from OHSS Stare, Haaith PubOcatfona Unit, Ne 2 Sha, Ma nel wamr Need. Maywood, 
Lanea OLIO 3PZ quoting eoda ml atrial mtmbar app*ariit| at top ri qh i- haw d earne r . 
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ANNEX B 
(HN <83)36) 



A. CRITERIA FOR SELECTING SERVICES TO BE FUNDED SURRA-REGION ALLY 

1, The aarviea should ba an established dinted service, not a research or development activity (for which 
altimttfva source* of funding exist). 

2, Than should ba a deeity dtfinad group of pedants having a dinted need for tha tanriea. 

3. The benefits of tha aarviea should ba sufficient to justify its cost whan tat against dtemative uw of NHS 

funds. 

4. Tha cost should bo high enough to make tha aarviea a significant burden for tha providing regions. 

B. Supra-ragional furwfing, as oppoaad to regional or aub-raglonal development, should ba dearly jurtfitd 

M |rh - r 

•unfr 

a. by tha mail number of potential patients In relation to tha minimal viable workload for a centra, or 

b. By tha economic and aarviea benefits of concentrating tha service In fewer and larger units shared 
between regions (this does not indude services organised mainly at regional level in which two regions agree 
on joint provision as a matter of mutual convenience), or 

e. as an interim measure, by tha scarcity of the relevant expertise and/or facilities, 

6. Tha units to ba designated should ba opeble of matting the total national caseload for England and Wales. 

B. INFORMATION TO ACCOMPANY PROPOSALS 

Nota: This b a general guide to the information the Advisory Group edit require. Differences in the character of 
mrriem mean that toms variation b inevitable. If the prime fweii mm for funding b ac c epted, authorities may ba 
asked to amplify the inform a ti on. 

1. Description of service 

2. Name of unit providing it 

3. Activity In service: number of in-patient cm, day patient cm, out-patient attendances; any other 
relevant measure of workload. 

4. Number and type of staff providing aarviea 

5. Number of beds 

6. Expenditure on aarviea 

7. Breakdown of patients by health district of origin 

8. Number of additional patients who could be treated by unit If required 

9. Cost of treating additional patients; time required to Increase numbers; any special limiting factors. 

10. Names of units known to be providing service in other regions. 



Annex A omitted 
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ANNEX F 



Extract from the report of the hospital advisory group 



medium secure provision 

5.24 On current plans, medium secure places will continue to 
increase from approximately 600 at present towards an initial 
target of 1,000 in about 1995, which will be reviewed once 
achieved 9 . This target, to which the Government is still 
committed, was set in 1974. Progress in developing these places 
has been unacceptably slow. Indeed, most of the current places 
have only become available since 1984. 



5.25 Wk_neQam£Bd th&rMeau&te- funding should be provided to support the urgent 

implementation of current plans for a dditlmd medium secure places* pending the adoption of the 
new targets we recommend in paragraph 5.36 below. 



5.26 It is clear that current medium secure provision is not 
adequate to cope with current demand. This situation is expected 
to worsen once hidden demand begins to become apparent through 
the establishment of effective screening, diversion and transfer 
schemes from the criminal justice system. 

5.27 There are particular weaknesses in the current quantity and 
nature of medium secure provision. The 'Butler 1 and ' Glancy ' 
reports envisaged a range of medium secure provision to cover all 
patients who required medium security. They accepted that this 
might require either the sub-division of larger secure units, or 
the establishment of discrete units for patients with very 
different (and sometimes incompatible) clinical needs. This would 
include adults with mental illness, adults with learning 
disabilities, adolescents with learning disabilities, adolescents 
with mental illness and patients with personality disorders, 
sensorily disabled patients and patients with brain injury. 

5.28 The Regional Secure Unit programme has provided only 14 
places for mentally ill adolescents (in the Gardener Unit, near 
Prestwich, Manchester, which provides a supra-regional service) 
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and only 14 places for adult patients with learning disabilities 
(in Reading, Berkshire), although there is some secure provision 
for people with learning disabilities outside Regional Secure 
Units. All other places provided by the programme have been 
primarily for adult mentally ill patients . Some of these places 
are used on occasion to treat people with psychopathic disorder 
(72 in the year to 31 January 1991 compared to 614 admissions for 
ental illness). The s m all amount of medium secure provision for 
people with learning disabilities and for adolescents needs to 
be maintained for the time being. During the later part of the 
review, work on 'special needs' will be carried forward so that 

the issue of discrete needs for secure hospital provision can be 
addressed. 



L 29 ~ f B f mmssd th,t &&& If aU. patient; who require treatment j g conditmnc gf 
secynrYfhQuId fie ^r l erefi ^ pf them'd! pm secure programme. Th ! « may include 

^ UmtS TT* *** mmi ™ rh < < " n ' c emisisn. zhs is . m « slinkm 

m h-m ^“t ** 0 * pmWy,og f fr Vo* "it* needs should be 

s Usas. md tig** « aUmi tge be mseHaz m, n ne *fe 



" r *t W ’ ’’ ' h a * dium secure places have developed 

SSI rr SeCUre ° nitS ^ tended ' in — areas , to 
services. 7*11°** ^ 9eneral Psychiatric 
the development^ *-77* flexible «"°“ 9 h to encourage 



length of STAY IN medium security 
S. 31 The Glancy Report states: 



We do not believe that an absolute 

can be set that will be fc on len 9 th of sta 

patients may need to' stay „ applicabili tY- Som 

«*• particularly t^e 7n Z ^ ^ 

handicapped patients. But the aim ,h^ d 1* S °" e “* nta11 
patient any longer than is abso" ■ * n ~ ° kee P 

reviews should be made of all 7 * neCe8sar *- *egula: 

being made after, say le Jl I£ "° P^ess i: 

given to an alternative placeL 7 COn8lderatlon should b. 

admission to a Special Hospitaf iTr 7 t0 PriSOn ' 

psychiatric hospital. ' eturn to an ordinary 
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5.32 However, there is a shortage of medium secure provision for 
patients who require that level of security for longer than 18 
to 24 months. 



5.33 We consider that medium secu re fasililiSL fftfig'J & tho$e misniL ZM 

require them, irrespective of the length of MY tfoY rtmtiZS* 
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ANNEX G 

5 Management 
Executive 



Department of Health 

Richmond House 
79 Whitehall 
London SW1A 2NS 
Telephone 071-210 3000 



Services for mentally disordered offenders and patients with similar needs. 

1. Ministers have announced that EL(90)190 is being extended to 31 March 1993. This is to ensure 
a stable base from which to develop services for mentally disordered offenders and patients with 
similar needs following the current DH/Home Office review. ^ 

2 As a minimum, services for which you are responsible must be able to respond to patient needs 
at least as effectively as before 1 April 1991. This includes services for patients with "special needs 
such as mentally disordered adolescents and those with learning disabilities or personality 
disorders. Will RGMs please make sure in particular that regional secure units and associated 
services are maintained at least at their 1990-1991 levels. They should also ensure that DHA 
contracts for mental health services include provision to admit special hospital patients who no 
longer need maximum security to local facilities as soon as possible. 

3 The review Steering Committee's initial reports emphasise the importance of joint working 
between the NHS, local authorities and other agencies to assess mentally disordered offenders and 
divert those who need specialised care from police stations, courts and prisons. This is already 
established policy and advice about it was given in EL(90)l68, covering Home Office Circular 66/90. 
Will all health authorities please ensure that they have adequate liaison arrangements in this field 
and that the necessary facilities are available locally for patients admitted in this way. RHAs need to 
make sure that there is adequate cover for the region as a whole, given the range of agencies 
involved and the sometimes complex relationship between their boundaries. 

4. In the light of the Steering Committee's reports Ministers have now announced a large increase 
in the capital allocation for regional secure units in 1992-93- (see Press notice H92/38 of 2/ January 
1992). The longer term arrangements for funding services for mentally disordered offenders in the 
wider context of the new NHS management and financial structures are being considered by a 
finance advisory group formed as part of the review. This includes the funding of services with a 
supra-regional catchment. 

5. The text of EL(90)190 is enclosed at Annex A; a copy of the Parliamentary written answer is at 
Annex B. Enquiries about this letter should be addressed to Ms C A Miller, Area 113 Wellington 
House, 133-155 Waterloo Road, London SE1 8UG, Tel: 071-972-4507. 

Yours sincerely, 

Andrew Foster 
Deputy Chief Executive 

This letter will be cancelled on 31 March 1993. 



^Review of Health and Social Services for Mentally Disordered Offenders: overview and reports from advisory 
groups circulated to RGMs, DGMs and others in November 1991 under cover of a letter from Mr I Jewesbury. 
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To 1 Regional General Managers 
District General Managers 
SHA General Managers, 
CopyFHSA General Managers 
NHS Trust Chief Executives 
Directors of Social Services 

BL(92)6 

5 February 1992 



Dear Colleague, 




CL(92)6 



Text of EL(90)190 Issued on 28 September 1990 

for mentally disordered offenders and difficult to manage 



alread ? nude 11 «le*r that they expea existing services and patient flows to be 

“T'SD” 1 April 1991 ' «P'=«ntitiom have been recced 
irom me Home Office, and from legal and other interests, about the need to oav esDedal arrenrtr,., 

to*ose sconces provided for mentally- disordered offenders and difficult to maLse^Uen^It L« 

Sct^Tse S ^ 5 'nSL in P ,f ' 3jaf *' Regional Secure Uni “ CRSUs) aSd^sodated 

psyctuatnc services, m a int ai n the capacity to respond at least as effectivHv nn«r a rvn'i i«vm 

^ai i c2?uS2L“ - — s s* 



admitted following a Cmm OM^^r^ P ro P 0rtl0n °[ Patients in ESUs are 

as gas.-s tgaax srs «p“” swsss. 

oversight of purchaser iruentions to ensure Lt servlet jS£d 



services. Where^^^no^RGi^w^lVce^ 0 ^^"^"^ lrr “8 ements fof RSUs and associated 
contractual provision made by DHAs will * C contractual arrangements and extra 

current levels so that theTcaLd^^r ref™^" .T* “ mlinuin services at >*** at the 
and the needs of other difficult to inanTS ^ ** priSOns ’ courts Md special hospitals 

have arrangement to P urc hasingDHAs should 

safety. p u requiring conditions of medium security for reasons of public 



2523^*jJ5»e "IT 
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EL(92)6 



Wednesday 13 November 1991 
Written Answer 



PQ 254/1991/92 
Han Ref: Vol 
Col 



DH/Home Office review: Mentallly disordered offenders 
135 Mr James Paice (C. South East Cambridgeshire): 

To ask the Secretary of State for Health, if he will make a statement on the joint Department of 
Health and Home Office review of health and social services for mentally disordered offenders. 



I announced the establishment of the joint review in my reply on 19 December 1990 to my hon 
Friend the Member for Bury North, at c244-5. A Steering Committee was appointed under the 
chairmanship of Dr John Reed (Senior Principal Medical Officer, Department of Health). It met 
first on 31 January 1991 and I am pleased to report that it has made substantial progress. 

We are today publishing four consultation documents submitted by the Steering Committee. Copies 
are available in the library. These are the reports of three advisory groups that have been 
examining services provided in the community, in hospitals and in prisons, and an overview by the 
Steering Group itself. We are issuing them to a wide range of interested bodies with an invitation to 
comment by 31 January 1992. 

Between them, the advisory groups have made 87 recommendations aimed at improving the 
delivery and coordination of care and treatment for mentally disordered offenders. They provide 
advice on the level and range of health and social services provision that may be needed, as well as 
the mechanisms required to identify and assess the needs of those who should be diverted from the 
criminal justice system to more suitable settings. A number of recommendations for the mental 
health care of prisoners are consistent with proposals in the White Paper on the prison service, 
Custody, Care and Justice (Cm 1647), and the current consultation paper on contracting for prison 
health services. 

The Steering Committee has set up three further advisory groups which are now beginning work. 
These are concerned with finance, staffing and training, and research issues. They are due to report 
in the spring of next year. Work is also being undertaken on performance measurement and quality 
control, and services for patients with special needs. 



Mr Dorrell 
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The present reports reinforce the Government's policy that mentally disordered offenders who need 
care and treatment should receive it from the health and personal social services rather than being 
dealt with in the criminal justice system. They propose also a set of guiding principles for future 
service provision which we endorse. These are that patients should be cared for: 



with regard to the quality of care and proper attention to the needs of individuals; 
as far as possible, in the community, rather than in institutional settings; 

: 

under conditions of no greater security than is justified by the degree of danger they present to 
themselves or others; 

in such a way as to maximise their rehabilitation and chances of sustaining an independent life; 
as near as possible to their own homes or families, if they have them. 

I have already indicated that we do not want necessary action to be delayed merely because the 
review is in progress. We are considering the present recommendations to identify those which 
could be implemented at an early date. The Steering Committee have proposed an initial action 
plan whose main elements are: 

the improvement of inter-agency arrangements for joint working at both planning and operational 
level; 




level assessments of service need, including assessments in each NHS Region before the end of the 
review of needs for local and medium secure hospital provision; 

the continued protection of existing NHS services mentally disordered offenders, including those 
for people with certain special needs, pending consideration by the review of arrangements for 
purchasing services; 

to build on the positive response of agencies in the health, social and criminal justices to Home 
Office Circular 66/90 and to the review itself, and to review good practice guidance in the light of 
the advisory group reports. 

We endorse the direction set by these proposals and will be taking action to follow them up so far as 
it lies within our direct responsibility. Final decisions will need to take account of the further work 
initiated by the Steering Committee and of responses to the present consultation exercise. 

My right hon and hon Friends and I are committed to maintaining the close cooperation which has 
developed between our Departments through the review. We are very grateful to Dr Reed and his 
colleagues, and others who have contributed to the advisory groups, for their work so far. 

Existing NHS services for mentally disordered offenders are subject to NHS Management Executive 
Letter (90) 190 which directs health authorities to maintain at least the present level of service until 
December 1991. This guidance is being extended until March 1993 in order to ensure that future 
planning of these services takes place against a reasonably stable background 



F ' ' ' ' ' ^ ■ ' ■ ■■' ' . : ; 

• ■ ; ; • . v . ^ j. , 
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ANNEX H 



HC(90)23/ 

LASSL(90)11 



DEPARTMENT OF HEALTH 



JOINT HEALTH/SOCIAL SERVICES CIRCULAR 

HEALTH AND SOCIAL SERVICES DEVELOPMENT 
"CARING FOR PEOPLE" 

THE CARE PROGRAMME APPROACH FOR PEOPLE WITH A MENTAL ILLNESS 
REFERRED TO THE SPECIALIST PSYCHIATRIC SERVICES 

This Circular will be cancelled on 10 September 1995 

SUMMARY 

This circular: 

I. requires district health authorities, the Bethlem and Maudsley 
Special Health Authority and the Special Hospitals Service Authority to 
implement the care programme approach envisaged in HC(88)43 
(Appendix 4, paragraph 3) for people with a mental Illness, Including 
dementia, whatever its cause, referred to the specialist psychiatric 
services; 

li. asks social services authorities to collaborate with health authorities 
in introducing this approach and, as resources allow, to continue to 
expand social care services to patients being treated in the community. 

It builds on the general circular on hospital discharges (HC(89)5). The Annex 
to this circular sets out:- 

I. the policy background to the care programme approach; 

li. how the care programme approach works; 

and draws attention to some specific matters which will need to be addressed 
in establishing care programmes. 

ACTION 

Bv 1 April 1991 District health authorities and the Bethlem and Maudsley Special Health Authority must 
have drawn up and implemented, in consultation and agreement with social services authorities, local 
care programme policies to apply to all in-patients considered for discharge, and all new patients 
accepted, by the specialist psychiatric services they manage from that date. Where a district health 
authority purchases psychiatric services from a self-governing trust or elsewhere, the contractual 
arrangements should require these organisations to nave adopted the care programme approach. 

Bv 30 April 1991 Regional health authorities must confirm to the NHS Management Executive (via their 
Regional Liaison Principal) that ail district health authorities in their areas have introduced the care 
programme approach. 

Bv 30 April 1991 The Bethlem and Maudsley Special Health Authority must confirm (via Its Regional 
Liaison Principal) that it has introduced the care programme approach. 
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h <? re£ ? u l ,r 2 men J s 1 s ®t 0U 1 in this circular also apply to the Special Hospitals under the 
? 0f th ® s P ec,a ‘ Hospitals Service Authority. The SHSA will need to ensure that action has 

? provide for the introduction of the care programme approach and should have received 
SiIlS,! 0 £ a effe ? fr ° m each Special Hospital by 30 April 1991 . In particular the SHSA will 
* that ea . ch P atient s care P ,an enables any transfers to NHS or local authority social 
services facilities required by particular patients to be identified and arranged in good time 

RESOURCES 

more are ax P ected J° any health service costs arising from the introduction of 

niar^e ™ ® ma " c P02cgdyres. from existing resources. Introducing the care programme approach 
places no new requirement to provide services on either health or social service authorities 

?«rvir*c aM!h^Sf h0riti ’» s w l n ^ U( ? 9e what ^sources they make available for such services. Social 

throucrtf the naw en make a!f ™ lar decisions but will have available specially targetted resources 

new nriii ?^" !Ch ,s t0 56 used in w ays aoreed with relevant DHA(s). (Details of the 

new grant, payable from 1991/2, are set out in HC{90)24 /La5(90)10. 

ENQUIRIES 

Lxan!er q Ftem® nt Housl 5 London saw?. '° Mr ' 5 Pay " e ' PHS3 ' De P artment of Heal,h ' 



s*« circular may be freely reproduced by those whom it is eddmased. 



Store. Health Publications Unit, No 2 Ste. 

Heyw ,oa, Lenceshre OLIO 2P2, quoting the code end serial number appearing at the top: right hand comer 
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HC (90)23/ 
HASSL(90)1 1 
(Annex) 



ANNEX 

THE CARE PROGRAMME APPROACH FOR PEOPLE WITH A MENTAL 
ILLNESS REFERRED TO THE SPECIALIST PSYCHIATRIC SERVICES 



Introduction 

1 . This Annex sets out; 



a. the policy background to the care programme approach; 

b. how the care programme approach works; 

and gives guidance on some key issues to be addressed in implementation. 

Policy Background 

2. The 1 975 White Paper "Better Services for the Mentally IIP (Cmnd 6233) first set the general 
policy within which care programmes should be introduced: this general policy has been endorsed by 
the Government in the 1989 White Paper "Caring for People" (Cm 849), paragraph 7.4. Locally-based 
hospital and community health services, co-ordinated with services provided by social services 
authorities, voluntary and private sectors, and carers, can provide better care and treatment for many 
people with a mental illness than traditional specialist psychiatric hospitals. 

3. Community based services are only an improvement when the patients who would otherwise 
have been hospital in-patients get satisfactory health care, and, where appropriate, social care. 

"Caring for People" acknowledged that providing adequate arrangements for the community care and 
treatment of some patients had proved more difficult and resource intensive than expected. In practice 
adequate arrangements have not always been achieved. 



4. The care programme approach is being developed to seek to ensure that in future patients 
treated in the community receive the health and social care they need, by: 

i. introducing more systematic arrangements for deciding whether a patient referred to the 
specialist psychiatric services can, in the Tight of available resources and the views of the patient 
and, where appropriate, his/her carers, realistically be treated in the community; 

ii. ensuring proper arrangements are then made, and continue to be made, for the 
continuing health and social care of those patients who can be treated in the community. 

How the Care Programme Approach Works 



5. Individual health authorities, in discussion with relevant social services authorities, will agree the 
exact form the care programme approach will take locally. All care programmes should, however, 
include the following key elements: 

i. systematic arrangements for assessing the health care needs of patients who could, 
potentially, be treated in the community, and for regularly reviewing the health care needs of 
those being treatment in the community; 



ii. systematic arrangements, agreed with appropriate social services authorities, for 
assessing and regularly reviewing what social care such patients need to give them the 
opportunity of benefitting from treatment in the community; 

iil. effective systems for ensuring that agreed health and, where necessary, social care 
services are provided to those patients who can be treated in the community. 

6. It will be for relevant health and social services staff to decide whether the resources available 
to them can enable acceptable arrangements to be made for treating specific patients in the 
community, if a patient’s minimum needs for treatment in the community - both in terms of continuing 
health care and any necessary social care - cannot be met, in-patient treatment should be offered or 
continued, although (except for patients detained under the Mental Health Act) it is for individual 
patients to decide whether to accept treatment as an in-patient. Health authorities will need to ensure 
that any reduction in the number of hospital beds does not outpace the development of alternative 
community services. 
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Im plementation 

L . . th€ broad framework described it is for health authorities, in discussion with consultant 
psydiiatrists, nurses , social workers and other professional staff, and social services authorities to 

suitable local arrangements, and to see that they are maintained in the context of 
purchaser/provider arrangements post 1 April 1 991 . 

rintnn-Jlr re n ar ? ?° m f s P ed,ic issues " hich all authorities will however need to address in 
determining their local arrangements. These relate to: 

Inter-professional working; 

Involving patients and carers; 

Keeping in touch with patients and ensuring agreed services are provided; 
the role of key workers. 
lOler- professional working 

Dsvchi^'c^rt^l^aiie 3 /! 60 # t ? nce . m 4 ed win be patients of a consultant psychiatrist, modem 

psycholooKts^ umtinnai ttl^^ e J nte L’ pr *K eS K lona i co,,aboration between psychiatrists, nurses, 

and 2 ther heaith servlce Professional staff; social workers 

p^n&on SSSeSr' P' 30 "" 0 "*" ^ primary cara ,eam ’ and 

care Is nec^al? #2? ? ^« 0 ^ l ^ ,tan .L and professionaI colleagues that continuing health and/or social 

th ? y pr °P° se 10 treat in the community, there must be proper 
resoJSS £e Fo^d^K is assessed ^ necessary can, within available 

paragraphs 12 P and 13 telowi SS m? 6 * a ? reemant °, f 3,1 professional staff and carers (see 
to partidpate as planned 1 P d t0 Contnbute t0 a pat,ents programme that they are able 

involving patienf? 

tfscussicL^ are provid9d for patients themselves to take part in 

treabnen^^ chance ,o discus’s dltteren, 

Involving carers 

s“ng^nfye a a n rs d Kite 

invcve Lm in me fanning and s8sk to 

^ ® u PP^“' v ® d many people with 

contribution, It should be agreed in advancewhh » f®??! SSFST 1 ™ de P®, nds on such a 
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AiTgn^g^injs.jQi bj£g£:!.n,fl. in touch with pat ients an d makina sure the services aareed as part of the 
programme are provided — — 

14- . Once an assessment has been made of the continuing health and social care needs to be met if 
a patient is to be treated In the community, and all the professional staff expected to contribute to its 
Implementation have agreed that it is realistic for them to make the required contributions, it is 
necessary to have effective arrangements both for monitoring that the agreed services are, indeed, 
provided, and for keeping in contact with the patient and drawing attention to changes in his or her 
condition. This is a narrower concept than that of case management as envisaged in the White Paper 
"Caring for People" and upon which specific guidance will shortly be given to local authorities. In the 
Department's view the most effective means of undertaking this work is through named individuals, 
often called key workers, identified to carry the responsibilities outlined above in respect of individual 
patients. 

15. Key workers. Where this can be agreed between a health authority and the relevant social 
services authority, the idea! is for one named person to be appointed as key worker to keep in close 
touch with the patient and to monitor that the agreed health and social care is given. The key worker 
can come from any discipline but should be sufficiently experienced to command the confidence of 
colleagues from other disciplines. When the key worker is unavailable, proper arrangements should 
be made for an alternative point of contact for the patient and any carer(s). 

16. A particular responsibility of the key worker is to maintain sufficient contact with the patient to 
advise professional colleagues of changes in circumstances which might require review and 
modification of the care programme. 

17. In addition to key worker arrangements, professional staff implementing a care programme may 
decide that they need a suitable information system as a means of keeping in touch and prompting 
action. Systems using a micro-computer are available and some relevant information about them is 
available from Research and Development for Psychiatry, 134 Borough High Street, London, SE1 1LB, 
Tel: 071-403-8790. When establishing such a system, those concerned have a duty to consider how 
to ensure the proper confidentiality of information about individual patients. 

1 8. Sometimes patients being treated in the community will decline to co-operate with the agreed 
care programmes, for example by missing out-patient appointments. An informal patient is free to 
discharge himself/herself from patient status at any time, but often treatment may be missed due to the 
effects of the illness Itself, and with limited understanding of the likely consequence. 

1 9. Every reasonable effort should be made to maintain contact with the patient and, where 
appropriate, his/her carers, to find out what is happening, to seek to sustain the therapeutic 
relationship and, if this is not possible, to try to ensure that the patient and carer knows how to make 
contact with his/her key worker or the other professional staff involved. It Is particularly Important that 
the patient’s general practitioner is kept fully informed of a patient’s situation and especially of his or 
her withdrawal (partial or complete, see paragraph 20 below) from a care programme. The general 
practitioner will continue to have responsibility for the patient’s general medical care If she/he 
withdraws from the care programme. 

20. Often patients only wish to withdraw from part of a care programme and the programme should 
be sufficiently flexible to accept such a partial rather than a complete withdrawal. It Is Important that, 
within proper limits of confidentiality, social services day care, residential and domiciliary staff 
(including those from the voluntary and private sectors) are given sufficient information about the 
situation to enable them to fulfill completely their responsibility of care to the patient. Similarly, 
relatives and carers should also be kept properly informed. 
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ANNEX I 



Ethnic minority groups: extract from the report of the 
staffing and training advisory group 



5.5. Ethnic minority groups, in particular people of Afro- 
Caribbean origin, are over-represented in both the prison 
population and among those cared for by mental health services, 
in particular in higher degrees of security (see, eg, MHAC (1987) 
Second Biennial Report 1985-1987, section 17.2). The reasons for 
this may be contentious, but, as a matter of principle, we agree 
with the community advisory group that "ethnic minority groups 
should have equal access to services and should not be 
disadvataged, for example, through cultural differences, or 
racial stereotyping which may influence diagnosis" (CR 1.8). 

5.6. This approach raises clear staffing and training issues, not 
least because the various agencies concerned have progressed at 
different rates in the introduction and implementation of equal 
opportunities policies. In particular: 

i. recruitment of ethnic minority staff varies 
considerably, although some agencies have made positive 
efforts backed up by training and staff support. Staff may 
need to be recruited from a range of ethnic groups to 
ensure that assessment and services (as well as information 
about these) can be made available to all patients (see, 
eg, Department of Health (1990) Community Care in the Next 
Decade and Beyond, paragraphs 3.21-3.22); 

ii. the training provided for staff in basic professional 
courses is also variable and in many instances needs to be 
strengthened ; 

iii. there is good scope for developing training among 
staff locally to help them to address issues of prejudice, 
fear, culture and religion, and generally to enable them to 
respond to the needs of people from differing racial and 
cultural backgrounds (see, eg, Report of the Committee of 
Inquiry into the Care and After-Care of Miss Sharon 
Campbell (Cm 440, 1988), paragraphs 16.29-16.30); 

iv. reliable information is required. For example, 
information on ethnic origin is to be included in patient 
data collected by health authorities (Department of Health 
Press Release H91/621). 

5.7. In making these observations, we draw attention to our 
recommendation at paragraph 1.5 that n the Steering Committee 
considers how work on the staffing and training implications of 
services for people with ” special needs " can best be carried 
forward ". 

* WE RECOMMEND that agencies 1 staffing and training policies 
adopt a positive approach to the special needs of women and 
people from ethnic minorities . 
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ANNEX J 



Extract from Sir William Utting, "Children in the 

Public Care ” (1991) 



Skci m<: Accom mod \tion 



4.48 Secure accommodation is a necessary part of the residential child care 
system, because it enables children to be protected from suffering significant 
harm or injuring themselves or others. I have considered the safeguards 
applying to the use of secure accommodation under existing legislation, and the 
improvements which will be introduced once the Children Act and the Children 
{Secure Accommodation) Regulations 1991 come into operation. These are 

important provisions, as the restricting of liberty deprives a person of a 
fundamental right. So it is essential that in relation to children the safeguards 
are sufficient and satisfactory. 

4.49 Sometimes the line between control of a child's behaviour and the 
restriction of his or her liberty is finely drawn. The Pindown approach clearly 
incorporated the deliberate - and illegal - restriction of liberty. Practices where 
children are confined to locked rooms, sometimes referred to as “time ouf , are 
equally culpable. If there is doubt whether a practice infringes the child’s right of 
liberty legal advice should be sought. This is clearly expressed in Volume 4 of 
the Children Act Guidance, and I welcome it. Placement in secure 
accommodation should never be used as a form of punishment. 

4.50 Where secure accommodation in a community home has been approved 
by the Secretary of State, there must be a risk that its availability tempts staff 
to use it where the deprivation of a child’s liberty is not essential, or to keep a 
child in it longer than is strictly necessary. In either case the restriction of 
liberty would be unjustifiable. The statutory safeguards available for children in 
such situations should, however, prove effective. The duty on local authorities, 
introduced by the Act, to take reasonable steps to avoid children being placed 
in secure accommodation will provide further useful protection. So too will the 
general requirement for a guardian ad litem to be appointed in court 
proceedings considering placement of a child in secure accommodation. 

4.51 The Secretary of State has to approve all facilities in community homes 
which are intended for use as secure accommodation. But at present there is 
no requirement for him to approve secure accommodation in other settings. As 
children being looked after by local authorities may be placed in residential care 
other than in children’s homes, for example in NHS establishments, there is a 
gap in the existing legislation. This gap will not be filled by the Children Act. I 
conclude accordingly that all secure accommodation in health care premises, 
whether NHS or private - or indeed in educational settings - should be approved 
by the Secretary of State before it is used for accommodating children. 

4.52 A more significant gap has existed,. however, in the availability of 
safeguards governing the restriction of liberty of children accommodated 
outside local authority community homes. I note and welcome the fact that the 
Children Act will close this gap by extending the safeguards applying in 
community homes to children placed in health or local education authority 
accommodation. From October this year a health or local education authority 
will need to apply to a court for permission to place (or keep) a child in secure 
accommodation. The same statutory protection will also apply to children 
accommodated in residential care homes, nursing homes and mental nursing 
homes. * 

4.53 It is important to consider whether those classes of children who will not 
benefit from the safeguards in Section 25 of the Children Act are reasonably 
excluded. In my view it is right that children who, having committed serious 
offences, have been sentenced under Section 53 of the Children and Young 
Persons Act 1933 should be excluded. The nature of their offences takes them 
into the well established procedures of the criminal justice system where 
deprivation of liberty is the expected sanction. 

4.54 Another class of excluded children is those detained under the Mental 
Health Act 1983, and adequate safeguards are available for them under that 
Act in respect of the use of secure accommodation. Finally, children over 16 to 
whom Section 20(5) of the Children Act applies, and those in respect of whom 
there is a child assessment order where the child is kept away from home, are 
also excluded on the grounds that they should never be locked up - a policy 
which I fully support. 

4.55 On more general matters, I note that it is the policy of the Department of 
Health to encourage the more rational, effective and efficient use of existing 
secure accommodation in community homes, and to promote - through greater 
cooperation between local authorities - a more even geographical spread on a 
regional basis. These seem to be laudable objectives, which I support. 
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Paper 1 : 

People with brain injury 



1.1. Brain injuries can affect a person's social skills, insight, 
self control and personality. There can also be problems for 
families. Only a minority of people with brain injury who exhibit 
disordered behaviour are offenders. They may need a range of 
mainstream and specialised services, including some of those used 
by other offenders within the broad compass of this review. 



Incidence 



1.2. Brain injury occurs most commonly in males between the ages 
of 17-22 and in the elderly. Road traffic accidents, falls, and 
assaults are the most common sources of injury (Medical 
Disability Society (1988) The Management of Traumatic Brain 
Injury ) . 

1.3. There are no standard criteria for defining degrees of 
injury. Using definitions suggested by the Medical Disability 
Society, the incidence is approximately 8 severe, 18 moderate and 
250-300 minor head injuries per 100,000 of the population each 
year. The prevalence of survivors with long-standing disability 
is about 100-150 per 100,000 (ibid). Although we assert that only 
a minority of people with brain injury are offenders, we are 
unable at present to demontrate this statistically . 



Behavioural disorders and their management 



1.4. Although relatively few people suffer longer-term physical 
effects following brain injury, the majority will have some form 
of cognitive problems that could lead to disordered behaviour. 
Such behaviour is often noted during the return to consciousness . 
This can often be modified with suitable handling and therefore 
the prevention of over-demanding and aggressive behaviour is a 
major priority. Most patients can be cared for within 
conventional rehabilitation or mental health settings, but some 
with difficult behaviour may need access to a Regional 
neuropsychiatric service (which, generally, should be ready to 
offer support to local services). 

1.5. Assessing behaviour and setting reasonable goals require 
considerable skill and experience. Staff need to be suitably 
trained; in addition, those, such as community psychiatric 
nurses, who are accoustomed to managing disturbed patients, 
should be encouraged to demonstrate their skills to others. It 
is essential that the patient's family are involved as far as 
possible (see paragraphs 1.9-1.10). 
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Rehab i litati on 



1.6. The effectiveness of behavioural and cognitive 
rehabilitation is still a contentious matter, although studies 
by Eames and Wood ( Journal of Neurology , Neurosurgery and 
Psychiatry 48; 137-140) and Prigantano et al ( Neuropsychological 
Rehabilitation after Brain Injury (John Hopkins University Press, 
1985)) have pointed to positive results, even with severely 
injured patients. However, behaviourial disorders may increase 
once a patient has left the structured environment of a 
rehabilitation ward. 

1.7. The pressures of work, family relationships and 
responsibilities generally are liable to bring on a 
deterioration. Common problems include depression, lack of 
inhibition, anxiety, irritability, aggression, violence, and 
withdrawn or demanding behaviour. Such factors, as well as the 
direct effects of neurological damage on behaviour, may increase 
the risk of offensive or offending behaviour (see paragraphs 12- 
14). In addition, behaviour is liable to be misunderstood: for 
example, it may be misinterpreted as violent or aggressive. 
Regular monitoring and family support may need to continue in the 
community . 

1.8. As with other patients within the scope of this review, 
those with brain injury need access to staff from a range of 
disciplines. A working party of the Medical Disability Society 
recommended that multi-professional teams should include 
contributions from medicine, nursing, clinical psychology, 
occupational therapy, speech therapy, physiotherapy and social 
work. In the case of offenders, the team dealing with a 
particular individual may need to be widened (CR 3.35) and, as 
ever, there should be close liasion with other specialised 
services (including, where necessary, general and forensic 
psychiatry and learning disability services) and between the 
range of statutory, independent and voluntary services (including 
particularly in this instance education) to ensure that resources 
and skills are used to optimum effect. As described in our main 
report, each patient should have an proper care programme, as 
part of which general practitioner links are important. 



Families and carers 



1.9. Home visits may help to ease the transition back to the 
community. After discharge, there should be regular contact with 
patients and their carers to ensure that progress is monitored 
and reviewed. As noted above, behaviour can deteriorate under the 
stresses of life. Counselling services should therefore be 
available for both patients and carers. Access to respite care 
ay also be necessary both for planned breaks or in emergencies. 

i .10. The combined effect of physical, cognitive and behaviourial 
problems can bring considerable emotional pressure to the family 
unit. This often comes on top of practical difficulties such as 
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loss of income, re-education or re- training. Despite attempts at 
containment or toleration, relationships often deteriorate 
markedly between one and five years (Brooks et al. Journal of 
Neurology , Neurosurgery and Psychiatry 49; 764-770). Carers 
sometimes experience psychological problems adjusting to new 
roles and responsibilities. Skilled counselling may be necessary 
for both the individual and the family (CR 3.44). 



Employment 



1.11. Where a return to work is possible, this can often be 
staged to enable the individual to build up stamina, tolerance 
and an ability to order activities. Where necessary an 
occupational doctor or nurse should, with the employee's 
permission, be informed of the difficulties likely to be 
experienced. Liaison with the local Disablement Resettlement 
Officer (DRO) should be encouraged. Workshops and literature 
could be provided for potential employers setting out the 
implications of employing brain injured people and/or offenders. 
Special equipment or adaptations may be needed to mitigate the 
effects of a physical disability. Where necessary, employers 
should be provided with professional contact points. 



Responses to offending 



1.12. Contact with the criminal justice system may be exacerbated 
if the individual has been unable to come to terms with his or 
her disability. There may be feelings of confusion or shame and 
a reluctance to inform clinicians of what has happened. The 
police, very often the first point of contact, should be 
encouraged to develop awareness of the possible signs and effects 
of brain injury. They should be provided with professional 
contact points. However, they are not diagnosticians and the 
presence of brain injury specifically (as opposed to other 
conditions) may become apparent only after specialised 
assessment. 

1.13. The report of the community advisory group has already 
emphasised the need to assess whether a person is able to cope 
with a court appearance (CR 2.27). We consider in our main report 
and in Discussion Paper 2 the importance , where necessary, of 
people with communication difficulties having access to an 
interpreter or speech therapist. 

1.14. Offenders who present with major personality changes and 
disturbed behaviour are often very difficult to handle under the 
Mental Health Act 1983 unless diagnosed as "psychopaths". If they 
are not diverted to the health and social services, they may end 
up in prison without the level of access to multi-agency care and 
treatment programmes that should be available to them outside 
(although such access should improve if NHS services are 
contracted into prisons). Without intervention, disturbed 
behaviour may well persist. 
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Resi den tial provi si on 



1.15. In a small minority of cases, a full-time return to the 
community may be difficult because a person's behaviour is 
potentially dangerous to himself or others. It will then depend 
on individual needs as to what would be the most suitable 
placement . 

1.16. There are a few specialised rehabilitation units in the NHS 
and a growing number in the independent sector. However, for 
various reasons, access may be difficult and options may further 
be limited because staff or facilities cannot cope with certain 
behaviour. Patients may end up being unsuitably placed on 
ordinary psychiatric wards. The unavailability of suitable 
treatment at the right time can prove detrimental to the overall 
outcome of a case (and its cost). This may be an area where 
supra-district or supra-Regional provision would be suitable for 
those (whether offenders or not) with highly specialised health 
needs, including the small number who require longer-term 
residential management. 



Current initiatives 



1.17. It is important to assess and evaluate the effectiveness 
of brain injury rehabilitation programmes. To this end, twelve 
schemes are participating in a £1 million initiative by the 
Department of Health (DH Press Release H92/22). These include a 
work rehabilitation scheme (Aylesbury), a team to assist with 
behavioural and cognitive problems (Leeds) and the development 
of further education links (Worcester). The Department is also 
funding research to evaluate the services provided. 




\ ‘ .< ' ■ * * , _ , • . . _ * ’ " / • . , , 
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Paper 2 s 



People who are deaf or hearing impaired 



2.1. People who are deaf or have a hearing impairment have the 
same rights as people who can hear. However, because of 
communication barriers, they can be at a major disadvantage in 
court proceedings, at the time of arrest, in prison or in 
hospital. They frequently cannot understand what is happening. 
Others may not understand them, or have little idea of the 
complexities of the situation. 

2.2. Hearinq impairment includes a wide range of hearing loss 
which requires different responses both to the person affected 
and the impairment. Profound and pre-lingual deafness is severe 
hearing loss occurring before language is acquired. Profound 
deafness may also occur suddenly after speech has developed as 
a result of accident or illness. Although speech is unaffected, 
it may not be possible to "talk" to the person through speech. 
Hearing loss from an early age may affect the ability to acquire 
language and speak clearly. The most common hearing loss is that 
which develops gradually where those involved may benefit from 
a hearing aid and will be able to communicate by speech. 

2.3. People with hearing loss will communicate in different ways 

and have a range of intelligible speech. Th ®Y a ^ so 

varying intellectual capacities and may have other physical and 

sensory disabilities. 



Procedures following arrest 



2.4. Following arrest for a suspected offence, it is essential 
that the possibility of deafness or hearing impairment is 
identified as early as possible and that access to an assessment 
of communication skills can be provided at an early stage. 



2.5. The police and others in the criminal justice system need 
to be aware of deafness and the complexities of communication an 
to know how to obtain assistance. 



2.6. The means of communication for deaf people is usually 
British Sign Language (BSL)*. For those ^h iearnxng 
disabilities, the "Makaton" system** is commonly used. 
Interpretation of BSL is a skilled and complex task which, for 
formal purposes, should be undertaken by qualified interpreters 

and not by friends or relatives . E station 
ascertain the person s preferred mode of communication. 



Interpreters 



2.7. Qualified interpreters should 
communication skills and, where 



be available to assess 
to assist both the 
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judicial process and in obtaining a psychiatric assessment. They 
require some knowledge of legal and psychiatric language and 
procedures and should have had an opportunity to become familiar 
with courts and psychiatric services. Professional staff 
involved in assessment should have an understanding of the 
cultural aspects of deafness and of the developmental disorders 
of communication. Approved social workers, when asked to 
undertake an assessment, have a duty under si 3 (2) of the Mental 
Health Act "to. . . interview the patient in a suitable manner. . . " 
This would include obtaining the services of an interpreter. As 
noted in our main report, social services authorities have 
particular responsibilities, under community care guidance, for 
ensuring that hearing impaired people are not disadvantaged. 

2.8. Interpreters are generally in very short supply and those 
with particular forensic and psychiatric skills are even fewer 
in number. They are, however, a crucial element if services are 
to be provided effectively. We suggest that the requirement for 
interpreters and staff with communication skills is identified 
on a regional basis. 



Voluntary agencies 



2.9. In addition to health, social services and criminal justice 
staff, voluntary agencies should also be involved in assessments 
as they provide the major contribution to support and training. 



If mental disorder is suspected 



2.10. If, following arrest, mental disorder is suspected, the 
normal considerations about prosecution should apply. There 
should be opportunities for diversion to health or social 
services, as described in the report of the community advisory 
group and Home Office Circular 66/90. 

2.11. If diversion is agreed before a court appearance, those 
involved need to be satisfied that the necessary services 
relating to hearing impairment, mental disorder and any other 
special needs are in place and properly coordinated. Because of 
the complex nature of assessment, opportunities for pre-court 
diversion of those who are profoundly deaf or with severe hearing 
impairment may be limited. Remand placements should take account 
of the need for communication with some staff and other hearing 
impaired people . 

2.12. Fitness to plead is an important issue, particularly for 
those with severe communication difficulties and people who have 
to communicate with them. The recent changes introduced by the 
Criminal Procedure (Insanity and Unfitness to Plead) Act 1991 may 
result in an increase in such pleas (see Home Office Circular 
93/1991 ; Health Service Guidelines (91)26; Local Authority Letter 
(91)12). 1 



Printed image digitised by the University of Southampton Library Digitisation Unit 



Access to specialised services 



2.13. Admission to a general psychiatric hospital may be 
recommended in some cases. Two psychiatric hospitals (Whittingham 
Hospital, near Preston, and Springfield Hospital in London) 
provide specialised diagnosis and treatment for people who are 
profoundly deaf or with partial hearing. They also provide some 
out-patient services and consultation. The need for such services 
in particular localities should be balanced against the 
advantages of remaining closer to home (with, for example, access 
to the patient's own deaf community and culture). Health and 
social services agencies need to develop some level of skill, 
possibly on a Regional basis, or at least know where, depending 
on individual needs, such services can be purchased (although at 
present we know of no specialised service outside the NHS). 



2.14. Conditions of security may be required for a small number 
of people with partial hearing or who are profoundly deaf . During 
1990/1-1991/2 the Whittingham unit identified 35 new referrals 
as forensic in nature (although not all required conditions of 
security). When a deaf person is admitted to secure provision it 
is important that, in addition to the availability 
interpreting skills, some staff have relevant communication 
skills and an understanding of the effects of hearing impairment 
on personality and behaviour. Opportunities for the deaf person 
to improve his or her communication skills should be available. 
Local deaf associations can provide volunteers and generally 
assist staff in understanding the culture of deaf people. Efforts 
should be made to employ some people who are themselves deaf. 
Speech therapy (considered in more detail by the staffing an 
training advisory group) should be available. 



Medium secure services 



2.15. Medium secure units will only rarely be asked to admit deaf 
people and so they may be unable to offer the necessary range of 
skills. A current (as yet unpublished) rese^ch ^progec^ * *ias 
identified 50 people with communication dil rcul res in P 
institutions, 14 of whom are profoundly deaf, some otners 
exhibiting behavioural problems. There does appear to be an 
overall^gap in provision between high security and treatment on 
an open ward which can lead to unnecessaryadmissions 
Hosoitcsls (see below) or retention m prison. In an effort to 
overcome this difficulty, the Whittingham unit has offered ad 

stance to the interim secure unit located m the same 
hospital. One way forward might be to encourage more formal 
service development along these lines. 



Special hospitals 



2.16. Issues about communication and _ 
of hearing impairment arise also arise on 



of the 
to a 
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hospital. Eampton has undertaken specific work with profoundly 
deaf patients since 1987 ( Services to Patients who are Deaf: 
Report of the Steering Group, September 1991) during which time 
numbers have remained about six. This has demonstrated the 
progress that can be made if awareness of deaf culture is 
translated into action by a multi-disciplinary team. Patients' 
abilities have been released and frustration lessened. 
Discussion continues about the pros and cons of a "deaf unit" 
within the special hospitals. 

2.17. Where needs have not been identified, there is a risk that 
behaviour arising largely from hearing difficulties may be 
attributed to mental disorder. A screening programme for hearing 
loss (of the kind being mounted at Rampton) is required in 
institutions where patients have been resident for some years to 
identify need and provide necessary services and support. Rampton 
is mounting such a programme. 



2.18. It is important that links are retained and developed with 
the patient's family and the local deaf community. Social workers 
and voluntary organisations can assist in this. 



Learning disabilities 



2.19. Services for patients with mental impairment who are deaf 
°r hearing impaired require consideration within learning 
disability services. It is important to ensure that emphasis on 
learning disabilities does not result in failure to identify 
hearing loss. The issues are considered in more detail in DHSS 
(1984) Helping Mentally Handicapped People with Special Problems: 
Report of a PHSS Study Team, Chapter 14. 



Summary 



2.20. Agencies need a strategy for identifying, assessing and 
meeting the needs of mentally disordered offenders who are deaf 
or hearing impaired. These should include an assessment of need. 
More widely, epidemiological research is required. Service 
proposals should take account of supra— regional resources and the 
need for inter-agency coordination. Voluntary agencies, as well 
as health, social and criminal justice services should be 
involved. Attention should be given on a regional basis to the 
requirement for suitably trained interpreters. 



* British Sign Language (BSL) was evolved by deaf people for their own use 
The word order differs substantially f£om English and T ni o 
characteristic parts of speech - eg tense of verbs - are omitted. 
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** Makaton Vocabulary is based on BSL signs. It is used with many groups of 
adults and children with disabilities and has rapidly gained ground as the 
most popular signing system among people with learning disabilities. Makaton 
provides a structured teaching programme spread over 1-5 years. The vocabulary 
is in nine stages and the methodology involves teaching the stages in order. 
It incorporates a developmental sequence of such language concepts as time, 
colour and position. The vocabulary is often used as a sign bank. 



Voluntary organisations concerned with deaf and hearing impaired 

people 



THE ROYAL NATIONAL INSTITUTE FOR DEAF PEOPLE 
224 Great Portland Street 
London WIN 6AA 

Telephone: 071-388 1266 



BRITISH DEAF ASSOCIATION 
38 Victoria Place 
Carlisle 
Cumbria CA1 1HU 

Telephone - 0228 48844 ! voice /minicrom) 



THE NATIONAL DEAF CHILDREN'S SOCIETY 
45 Hereford Road 
London W2 5AH 

Telephone : 071- 229 9272 (voice /textl 

THE BRITISH ASSOCIATION OF THE HARD O F HEARING 
7/11 Armstrong Road 
London W3 7JL 

Telephone: 081-743 1110 ( voic e /mimicroml 



COUNCIL FOR THE ADVANCEMENT OF COMMUNICAT I ON WITH DEAF PEOPLE 

Pel aw House 
School of Education 
University of Durham 
Durham PHI 1TA 

Telephone: 091 374 3601 



Details correct at April 1992 



Printed image digitised by the University of Southampton Library Digitisation Unit 



Paper 3 : 

Substance misusers 



3.1. In November 1990 the then Parliamentary Secretary for Health drew 
attention to the special needs of mentally disordered offenders who 
misuse drugs and alcohol when he announced^ 1 ' the current review: 

"As well as having a mental disorder and having offended, some of 
those coming from prison, the courts, or the Special Hospitals have 
also misused drugs or alcohol, or may have been homeless or 
unemployed. " 

3.2. A significant proportion of such offenders and others requiring 
similar services misuse alcohol and/or drugs. It is important to ensure 
that, as far as possible within available resources, they receive the 
same opportunities for services from the caring agencies as do other 
members of the general public. This principle offers particular 
challenges as some will not be based in the community, but be detained 
in prison or hospital. Under these circumstances, the substance misuse 
may not present as the primary problem and without screening or 
examination by trained staff it may go undetected. 



Legal definitions and considerations 



3.3. Substance misuse by itself is insufficient reason for detention 
under the Mental Health Act 1983< 2 >:- 



Nothing in subsection (2) above shall be construed as implying 
that a person may be dealt with under this Act as suffering from 
mental disorder, or from any form of mental disorder described in 
this section, by reason only of promiscuity or other immoral 
conduct, sexual deviancy or dependence on alcohol or drugs,” 

3.4. Where substances have, for example, induced psychosis, this may 
allow detention under the Act. In most cases, if a person knowingly 
takes alcohol or drugs, he or she may be held responsible for any 
actions while under their influence. Faulk (3) lists the exceptions: 

s A tuafcion of a man bein 9 tricked into taking a substance 
without his knowledge (a difficult thing to prove); 



ii * the situation where a person's reaction is quite idiosyncratic 
and could not be anticipated, eg gross intoxication following a 
very small amount of the substance; 

xii. the situation where the person had an untoward reaction to a 
drug prescribed by a doctor; 



iv. the situation where the degree of intoxication was 
the subject became incapable of forming intent. 



such that 
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Diagnostic issues 



3.5. There is a complex relationship between substance misuse (some 
misusers will be substance dependent) , mental disorder and offending and 
it is where the three overlap that psychiatric involvement, as well as 
that of the range of staff contributing to general and forensic mental 
health care teams, is most likely to be required: 




3.6. Both alcohol dependence and drug dependence are classified 
mental disorders within the Interntaional Classification of Diseases 
(although they do not in themselves amount to the legal defimtior 
mental disorder under the Mental Health Act) . 



as 

9(8) 

of 



The size of the problem 

Alcohol 



3.7. There are an estimated 37.5 million drinkers in ^l^dandWales 
1.4 million of whom drink at levels which are definitely t -ul ^o 
their health. An estimated 7 million are drinking more than the 

recommended sensible limits . 

3 B Th<? White Paper, The Health of the Nation (Cm 1523, 1991), proposes 
targets for alcohol consumption: by the year 2005, fewer than 1-6men 

and 1 in 18 women should * ^one^n four men are estimated 

alcohol (7) . At present, one in 12 women and one m tout meu a 

to drink above sensible limits. 

3.9. Alcohol has been linked with a wide range of social 




* ie over 50 units per 
women. 

** ie over 21 units per 
women . 



for men and over 35 

for men and over 14 



including family breakdown, domestic violence, public disorder and other 
crimes. Alcohol-related harm may follow single episodes of injudicious 
drinking or prolonged, regular alcohol consumption. 

3.10. However, the more that people drink, the more likely it will be 
that some drinking will be in the wrong place and at the wrong time. The 
following statistics give some estimate of size of the problem: 

3,308 deaths in the United Kingdom from all cirrhosis and 
alcohol-related mental illness causes occurred in 1986. 

22,578 admissions to psychiatric hospitals and units in the 
United Kingdom with alcohol-related diagnoses took place in 
1986. 

92,820 people were convicted of or cautioned for drink/drive 
offences in the United Kingdom in 1989. 

20-30% of violent offences and disorderly offences, falling 
short of serious violence, which come to police notice take 
place in or near licensed premises. A survey of public 
disorder outside the metropolitan areas conducted in 1987 by 
the Association of Chief Police Officers found that heavy 
drinking featured in 90% of the incidents recorded. 

3.11. Gunn found that 8.6% of sentenced adult male prisoners and 12% of 
female prisoners had a diagnosis of alcohol misuse. 



Drugs 



3.12. It is difficult to be certain of the size of the drug misuse 
problem. However, there has been an increase in notifications to the 
Home Office of the numbers of addicts of about 30% a year between 1980 
and 1985, a fall between 1985 and 1987 and a renewed rise from 1987. 
The number of notified addicts increased by 2,100 to almost 15,000 
between 1988 and 1989. Those who have to be notified are those who 
misuse the most harmful drugs: principally opiates, cocaine, certain 
hallucinogens and injectable amphetamines. Heroin continues to be the 
most common drug of addiction. (Recorded changes may partly reflect 
changes in compliance with the notification regulations by doctors.) It 
has been suggested that the Addicts Index underestimates addicts of 
notifiable drugs by a factor of at least 5, though the proportion may be 
changing as a result of efforts to attract clients to drug services. 
There are also perhaps as many misusers of non-notif iable drugs 
(excluding those who use cannabis). 

^.13. During the 1980s, drug misuse in the United Kingdom has become 
ore pervasive. It is now encountered in all social classes and across 
wider age-range than before. It is estimated that some 25-30% of 
isusers are female. 

.14. Information on prisoner addicts is at paragraph 3.25 et seq. 
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Background to policy 



Alcohol 



3.15. Ministers in Departments with an interest in alcohol policy 
(Health, Home Office, Transport, Employment, Agriculture, Fisheries and 
Food, Trade and Industry, Treasury, Education, Environment, Scottish 
Office, Welsh Office and Northern Ireland Office) have met regularly to 
coordinate policies in relation to alcohol. The Department of Health 
has three key initiatives which have a bearing on services for alcohol 
misusers, the third of which is also relevant to drug misuse: 

i. prevention. There has been a significant expansion of the 
alcohol misuse prevention activities of the Health Education 
Authority; 

ii. counselling and advice. An additional £4 million has been 
allocated over three years to a voluntary body. Alcohol Concern, to 
expand and improve counselling and advice services; 

iii. NHS and Community Care Act 1990. The majority of residential 
services for problems drinkers are provided by the voluntary 
sector, and these are now funded largely through Income Support. 
This will change in April 1993 when local authorities will receive 
a transfer of funds from the Department of Social Security to help 
finance residential facilities. There is also a drugs and alcohol 
specific grant which is intended to assist local authorities with 
payments to voluntary organisations providing residential services 
The centrally-funded element of this (70%) is £2.1 million ii* 
1992/93 ( cf £1.4 million in 1991/2). Local authorities have been 
asked to include social care for alcohol and drug misusers in their 
community care plans. This will involve an assessment of need, 
including the identification of services already being provided by 
a range of agencies, gaps in provision and the type of contracts 
that need to be entered into with service providers. 



Drugs 



3.16. National policy aims to eliminate completely the misuse of drugs, 
while recognising the importance of minimising risk among people whc 
continue to misuse drugs. This emphasis is in large measure recognition 
that drug misusers are a channel by which the HIV or Hepatitis B viruses 
can spread into the general population. Thus, the strategy for reducing 
drug demand has two main components: 

i . a programme of publicity and education aimed at discouraging 
people (in particular young people) from trying drugs; 

ii. to bring existing misusers into contact with a range of 
services intended to facilitate their adoption of less dangerous 
habits, and ultimately, to promote total abstinence from drugs. 

3.17. Responsibility for implementing the Government ' s strategy rests 
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principally with the Department of Health, the Home Office and th 
territorial departments. Their activities including the nr 
participation in the international fora, are coordinated by Ministerr 

3.18. The principal legislation concerned with the control of druas i 
the UK is the Misuse of Drugs Act 1971. The Act defines illegal druas? 
xt prohibits the import and export, production and supply and possession 
of controlled drugs; and it sets out a range of penalties relatina to 
its infringement. The Act also established the Advisory Council on th* 
Misuse of Drugs. The Government has launched a number of major health 
education and information campaigns to discourage drug misuse. 



Services 



Alcohol 



3.19. The Ministerial Group on Alcohol Misuse recognised that tacklina 
alcohol misuse is primarily a local task. A joint circular in 1989 
called upon all agencies within a locality with an interest in the use 
or misuse of alcohol to get together to examine the nature of the 
problems, and to see what needed to be done so that local strategies 
couid be developed. It announced also the appointment of a Regional 
Alcohol Misuse Coordinator in each Regional Health Authority (RHA) . (in 
Northern Region, there is a coordinator responsible for both alcohoi and 
drugs, thereby assisting an integrated service approach.) 



3. 2 0. An integrated response to the needs of alcohol misusers is likely 
to include the following components: y 



i. health education , promotion and prevention; 



I*'. and counselling services for people concerned about 

their drinking habits who have decided to seek help . Such services 
will need to be sensitive to the special needs of certain groups: 

_ , ■ > ? ^ , norities, as well as offenders. The 

same applies to drug misusers. Most community based services are 
provided by voluntary organisations; 



detoxification facilities for people who are physically 
t te i t0 alcohol . These may be provided by health authorities 
ol ™ ti ary organizations with health authority support, or 
the' ' ma e be . carried out in a domiciliary setting under 

? Pf. imary ^alth care staff. Sometimes clients 
requiring detoxification are vagrant or homeless; 



^ ,, ^duties in residential, day care or 

domiciliary settings providing varying levels of care. (The annex 

includes Si T de ^ rib ^ S *, service we visited in Leeds which 
includes mentally disordered offenders among its clients ) 



It may be necessary 
example , various 
reduction programmes, 
a consideration of 



to 



consider a range of other approaches: for 
i . outreach work and different types of harm 
Servxce development will vary between districts, 
^ relevance to offenders on probation orders. 
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Drugs 



3.21. Since 1986/7 the Government has allocated funds to all RHAs for 
the expansion of services for drug misusers. Since 1987/88 further 
additional funds have been allocated directed at helping to prevent the 
spread of HIV among and from injecting drug users. In 1990/91 this 
funding totalled over £16.5 million. National guidelines state that all 
district health authorities should have access to the following 
services : 

advice and counselling; 

in-patient and out-patient facilities for detoxification; 

rehabilitation facilities (including short-term rehabilitation 

facilities and re-entry housing) ; 

hostels and housing . 

3.22. Every RHA has been asked to establish a Drug Advisory Committee . 
These Committees should include representatives of the health services, 
social services, the police, the probation services, education services, 
the youth service and the voluntary sector. Their role is to monitor 
the prevalence of drug misuse in the Region and advise the authority 
about patterns of service development. This process is greatly aided by 
information from the multi-agency District Drug Advisory Committees 
whose role is to monitor the prevalence of drug misuse, assess the 
effectiveness of local services and make proposals for their 
improvement, and to coordinate at working level, the services of 
different agencies. 

3.23. Every district should have access to hospital-based detoxification 
facilities, ideally led by a consultant with designated sessional 
responsibility for drug misusers. Community based detoxification is 
increasingly being provided as an additional service. Some facilities 
such as advice centres, short-term residential rehabilitation facilities 
or voluntary agency/local authority hostel provision may be suitable for 
supra-district provision. 

3.24. Substance misusers may often benefit from advice, counselling and 
support, without the need to refer for medical advice. For drug 
misusers, these services are often provided by social workers, youth 
workers, voluntary sector workers in street agencies, through telephone 
helplines or in community based teams. Some districts have set up a 
Community Drug Problem Team, including a community psychiatric nurse and 
a social worker, to provide counselling and advice. 



Prisons 



Drugs 



3.25. The Home Office reports that the number of addicts notified by 
prison medical officers under the provision of the Misuse of Drugs 
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Regulations 1973 is disproportionately low. Between 1988 and 1989, 
notifications by GPs and hospitals /treatment centres increased by 20% 
and 33% respectively. Notifications by prison medical officers reduced 
by 12%. The Prison Service contributed 18% of all notifications in 1985 
but with 1,257 only 11% in 1989. 

3.26. To assist prison staff in this work, guidelines were drawn up in 
consultation between the Prison and Probation Services. Governors are 
urged to develop a coherent system of continuing care for drug misusers 
in their establishment which includes satisfactory arrangements for when 
the prisoner is returned to the community. Governors are also 
encouraged to seek representation on the district drug advisory 
committees in their locality. 

3.27. The Director of the Prison Medical Service set up two multi- 
professional advisory groups. The deliberations of the first group led 
to revised guidelines, which emphasised: 

a coordinated, multi-professional approach in all establishments 
from the time of reception through to preparation for release; 

the creation of a climate which erodes the prison drug culture and 
negative expectations, justified or wrongly perceived, and in which 
prisoners will be more ready to seek or accept help. 

3.28. These principles point to the need for: 

i. improved reception arrangements , including initial contact with 
medical officers and probation officers; 

ii. enlightened clinical intervention where medical help is 
indicated ; 

iii. sustained personal support by prison staff, especially but 
not exclusively by probation officers; 

iv. drawing on the skills and experience of community-based 
agencies . 

Training is clearly an important issue. The report of a tri-Royal 
College working party on training for prison doctors is awaited. 

1.29. A second advisory group prepared a resource manual for staff who 

ay become involved in helping drug misusers. This offers guidance on 
ich issues as: 

policy; 

treatment options; 
counselling; 

drug misuse and HIV infection; 
multi-disciplinary working; 
pre-release training; 



Printed image digitised by the University of Southampton Library Digitisation Unit 



community services; 
facts about drugs; 
social issues. 



Alcohol 



3,30. Although the advisory groups were concerned with drug misuse, many 
of the same principles apply to alcohol misusers within the prison 
system. A study in 1989^ examined service provision for offenders 
through Alcohol Education Courses . They are usually run within 
probation services, sometimes in liaison with local non-statutory 
alcohol agencies such as Councils of Alcohol. They have become an 
accepted response to the sentencing of offenders who have drink 
problems. The recent report on Alcohol and the Public Health " (9) by the 
Faculty of Public Health Medicine of the Royal Colleges of Physicians 
noted that most prisons make some kind of provision for inmates with 
serious alcohol problems, such as regular Alcoholics Anonymous meetings. 
However, as Gunn* 4 * points out, although this is a positive aspect of the 
present system, AA is only one component of a service to those who 
misuse alcohol and prison doctors need to be able to provide a treatment 
package for the alcohol dependent inmate. Gunn (4) also makes the point 
that the "alcoholic offender is poorly catered for in many regions of 
the country" and suggests that a further development of services in this 
area is required. 



Criminal Justice Act 1991 



3.31. The new Criminal Justice Act emphasises the central role of the 
probation service in misusers who have been changed or convicted of 
offences. Probation Officers act as a link between the individual and 
the rest of the criminal justice system at a number of critical points 
in the process by: 

making reports to the courts for sentencing decisions; 

providing information to the Crown Prosecution Service which may f 
relevant to the recommendations on bail or decisions 
prosecutions; 

providing bail and probation hostels; 

providing reports on offenders to inform decisions on parole; 
supervising offenders released from prison on licence and parole. 

3.32. Probation officers will also liaise where appropriate with health 
and social services to enable the needs of the individual offender to be 
met and therefore have a key role in many cases for bringing all 
agencies together. 
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Concl usi ons 



3.33. Offenders, including mentally disordered offenders, are entitled 
to services for substance misuse. 

3.34. Services exist for the delivery of care to substance misusers 
When assessing a population's need for these services, mentally 
disordered offenders (in whatever setting) must not be overlooked. 
Mentally disordered offenders who also misuse substances form a 
relatively small group compared to all other substance misusers. 
Although the number of patients is small, they often have a multiplicity 
of problems and require a high input of valuable resources, frequently 
involving multi-agency staff and highly specialised skills. 

3.35. The client group will include those with other special needs: for 
example, women, people from ethnic minorities and adolescents. 

3.36. Those caring for mentally disordered offenders should have links 

with substance misuse services (in health, voluntary and social 
services) so that treatment for substance misuse is available as part of 
an overall care programme. Regional Alcohol Misuse Coordinators and RHA 
Drug Advisory Committees will provide useful links here. Similarly, 
when NHS services are contracted in to prisons <6) , access to full package 
of substance misuse services, including social and voluntary services as 
necessary and harm reduction programmes , will be required. A number of 
resource issues (including whether the prison population is covered by 
the local allocation of the drugs and alcohol specific grant: see 

paragraph 3.15) will need to be addressed. 
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Paper 3 
ANNEX 



THE DETOXIFICATION CENTRE 



BACKGROUND 

During the late 1960's there was growing concern at the problems of over-crowding in 
Prisons. The Home Office recognised that most of this over-crowding was due to the 
presence of recidivists - people who were repeatedly serving short sentences for petty 
offences. Many of these recidivists were single homeless people who experienced a 
variety of alcohol related problems. Given that the Criminal Justice system was not 
apparently successful in either deterring or rehabilitating such offenders, then in 1 967 the 
then Home Secretary appointed a Committee of experts to study the problems of such a 
client group. It was hoped that this Committee could offer practical solutions to Prison 
over-crowding as well as making recommendations as to how best this particular client 
group’s needs could be met. 

In 1971, the Weiler Committee (as it became known after its last Chairman), published 
their final report. They had examined how other countries such as the USA, Canada and 
certain East European States has responded to similar problems by creating 
Detoxification Centres. The basic idea behind a Detoxification Centre is fairly simple: 
firstly, it allows the Police to take people arrested in public for drunkenness offences to a 
safe and humane environment whereby such people can be dried out. Secondly, it 
provides such people with access to appropriate Medical and Social Work Services; and 
thirdly, it provides some relief to the Criminal Justice System who would normally be 
dealing with such offenders. The Weiler Committee advocated that Britain should create 
such services and they recommended specific cities where such facilities could be 
located. Interestingly enough, Leeds was not mentioned as a possible site for such a 
Centre. 

DEVELOPMENTS IN THE UK 

In 1972, legislation was passed empowering the Police to take such offenders to 
Detoxification Centres, the only problem was that no such Centre existed in Britain at that 
time! The following year, the DHSS released funds to allow agencies to create services 
for problem drinkers within the community. After negotiations, St Anne’s Shelter and 
Housing Action opened the country’s first experimental Detoxification Centre in 
May 1976. This is a community based Centre and, to date, there are only two other 
similar facilities in operation - one in Birmingham, the other in Aberdeen - although there 
are plans to open three more Centres in Manchester, Southampton and London. After 
several years preparation, the Southampton and London Services were fully established 
by the end of 1 989. 

THE LEEDS CENTRE 

The main purpose of the Leeds Detoxification Centre is to provide a safe and humane 
service for single, homeless problem drinkers. The Centre will accept referrals - drunk or 
sober - from any agency in Leeds which deals with such a client group. Self referrals are 
particularly encouraged. Occasionally referrals from other sources within West Yorkshire 
or beyond have been accepted whenever appropriate. 
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The aims of the Centre are:- 

1 . - To provide an alternative scheme to the Criminal Justice System for public 
drunkenness offenders, under Section 34 of the Criminal Justice Act (1972) and as 
amended by Schedule 1 2 of the Criminal Law Act (1 977). 

2. - To provide a safe place for the detoxification of inebriated people referred 
by the Police or other agencies. 

3. - To provide access to appropriate health care, social work assistance and 
help with alcohol-related problems. 

The Centre comprises of a 7 bed admission/detoxification unit (Ashton House) which is 
open 24 hours a day to accept referrals. Following detoxification, clients can move to 
another part of the building (St Mark’s) which is a 22 bed, short stay, "dry" assessment 
Hostel. 

Client Profile 

Currently, the Centre receives around 1 ,500 admissions per year, which is made up of 
approximately 500 separate individuals. The majority of the clients using the Centre are 
single and homeless, although a growing number of people using the Centre are already 
settled within the Community, but may have need of the Centre s services particularly 
during a period of crisis. 
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•Since the Centre opened, there has been a gradual decline in the average age c 
clients (it is now between 40 to 44 years). A minority of clients also misuse dru 8 
usually minor tranquillisers (Benzodiazepines). 
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Men out-number women by approximately 9 to 1, although the number of women is 
rapidly increasing. In ethnic terms, the client group is predominantly white, with people 
of Irish and Scottish origin being over represented as compared to the general population. 
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The Police account for some 80% of all referrals, with other parts of St Anne's, Hospital 
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REFERRALS 



1 . - If the person is intoxicated then the Duty Nurse at the Detox can be contacted. 

2. - If the person is sober and wishes to move to St Mark’s House or to any of 
St Anne’s housing services, then an interview can be arranged at Detox. Usually 
mornings are reserved for interviews which are jointly held by a Nurse and Social 
Worker. It is current practice to gain as much appropriate information as possible about 
prospective residents. Therefore, a copy of a recent Social Enquiry Report and Record 
of Convictions are usually requested from Probation Officers. Such information is treated 
with confidence and would not be passed on to third parties without the consent of the 
client and individual Probation Officer concerned. 

3. - Over the years the Detox has developed a considerable expertise in working with 
people who have alcohol-related problems or who have misused or abused drugs. While 
the Centre is targeted towards single homeless problem drinkers, then for those people 
who are settled within the community and have dependants or are in employment, then 
residency in St Mark’s or in one of the alcohol houses may not be feasible. However, 
detoxification can be provided as well as a staff consultancy service for Probation 
Personnel who may well have problem drinkers on their caseload. We would be quite 
willing to provide information, advise staff or discuss plans with any interested Probation 
Officer who is concerned about his or her client’s drinking or drug abuse. 

Staffing/Resources 

The Centre is staffed by a Multi-Disciplinary Team of Psychiatric Nurses, Social Workers 
and Care Staff with administrative and domestic back-up. St Anne’s Manager (Alcohol 
Services) is responsible for the Detox as well as the Day Support Centre and the 
aftercare/alcohol Hostels. Once a person has been detoxified they are then interviewed 
by staff and are usually offered a place in the short stay hostel (St Mark’s). From there 
on they can be referred to a range of accommodation which St Anne’s provides for 
people with drinking problems. 

Liaison 

To ensure that good communication and inter-agency co-operation continues, there is a 
standing Detox Liaison Committee which meets quarterly. 

This includes St Anne’s Senior Management, representatives from Leeds Eastern Health 
Authority, a Magistrate and Police Inspector, and representatives from the Probation and 
Social Services Departments. 

If anyone would like more information on the Centre, then please contact:- 

The Manager 
Alcohol Services 
Leeds Detoxification Centre 
186 Woodhouse Lane 
Leeds LS2 9DX 

Telephone: (0532) 434486 

For further information nationally on Detoxification Centres, please contact:- 

Alcohol Concern 
305 Grays Inn Road 
LONDON WC1X8QF 

Telephone: 081-833-3471 
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Sex offenders with mental health care needs 



4*1* For the purpose of this review, we have in mind the needs 
of sex offenders who are mentally disordered and detainable in 
hospital under the Mental Health Act 1983 or who are seen by 
psychiatrists or psychologists in other clinical settings eg out- 
patient clinics, day hospitals, probation hostels and prisons. 
Sex offenders can of course also be treated as informal patients. 
Having said that, this paper takes as its starting point 
programmes for sex offenders generally. 



4.2. There is a number of national initiatives in progress. 
Policy and operational responsibility rests in a number of areas 
of the Department of Health, the Home Office and territorial 
departments. This has sometimes made co-ordination difficult. 
The working group on special needs has brought together 
interested parties and is conscious of the need for continuing 
co-ordination . The purpose of this paper is to take stock of 
these initiatives and to discuss the best way of carrying the 

P ° SSibly beyond the end of the review in the middle 

Office 2 J h ^t Per dr ? WS on . e *r lier papers prepared by the Home 
orf ice and others and commissioned by the Inter-Departmental 

of°Health Ch wi^h AbUSe (ID ? ) ;. The IDG is chaired by the Department 
Wlth representatives from the Home Office, Department 
of Education and the territorial departments. P 
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All prisoners serving a sentence of 12 months or more will be 
supervised until three-quarters of their sentence has been served 
and all prisoners will be liable to recall to the end of their 
sentence. The court can require a sex offender to be supervised 
to the end of their sentence if this is justified by the need to 
protect the public. 

4.6. The Act provides for longer sentences than the offence 
justifies for sex offenders provided the court is satisfied that 
only such a sentence would be adequate to protect the public from 
serious harm. The use of community disposals is encouraged by 
the Act's provisions enabling the court, in giving a sex offender 
a community sentence to add a special condition, requiring him 
to undergo longer programmes of supervised activity than would 
otherwise be possible. These programmes in the community form 
part of the probation order which can also include other 
requirements such as living at a hostel. 

4.7. In the case of offenders given both custodial and community 
disposal, the programme of supervision can be more intensive than 
with offenders who are not thought to pose a further risk to the 
public. Depending on the case, this might consist of more 
frequent and lengthy contacts with the probation officer plus 
special programmes. 

4.8. The combined effect of these provisions is that the 
probation service will call on psychiatric services more heavily 
than at the moment at two key points: 

* the point of sentence 

* in support of treatment programmes 

4.9. Most of the 55 probation areas are now running programmes 
and all can be expected to do so before the 1991 Act comes into 
effect. Psychiatric involvement in these programmes is necessary 
to make sure people have access to health services and proper 
assessment and treatment as necessary. Such involvement would 
include monitoring and validating programme content and 
providing professional supervision of staff involved. 

4.10. At the moment, there are 1450 people imprisoned for rape 
and 1600 for other sexual offences. Projections are that for 
1992 and afterwards 1700 sex offenders will be released from 
custody annually of whom 700 will have been sentenced for four 
years or more and whose supervision period may extend over 
several years. But it is anticipated that their supervision will 
be more intensive than for other offenders. The current 
probation caseload is about 400 sex offenders on parole licence. 
It is also expected that the probation service's caseload of sex 
offenders will rise from its 1990 level, when 1190 persons 
convicted of sexual offences started probation orders and 150 
started community service orders. 

4.11. We are particularly concerned to highlight the importance 
of a multi-disciplinary approach in the management of sex 
offenders . We therefore recommend that the Department of Health 
and the Home Office consider the need to issue interim guidance 
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on the treatment and supervision of sex offenders to the NHS, 
social services and the probation service . This may need to be 
supplemented in the light of the outcome of various research 
projects or focused initially on the new supervisory 
responsibilities of psychiatrists provided for by the Criminal 
Justice Act 1991 . 



Sex offenders in prison 



4.12. Each year, about 2000 adult males begin prison sentences 
following conviction for a sexual offence; roughly 1400 out of 
2000 receive sentences of under 4 years. At any one time, there 
are about 3000 males serving prison sentences for sex offences 
and roughly two- thirds of these are serving over 4 years, with 
about 400 serving very long sentences (life or over 10 years). 
Prison is an inherently difficult environment for running 
behavioural treatment programmes. The Home Office strategy 
document on sex offenders makes clear that prisoners suffering 
from particular medical/psychiatric problems will not be eligible 
for programmes being introduced in prison. Furthermore, the 
programmes are based on the premise that although distorted 
behaviour patterns may be present, most sex offenders are not 
mentally ill. Prison should therefore be a last therapeutic 
option for sex offenders with mental health needs. 

4.13. In 1991 the Prison Service introduced structured 
programmes for sex offenders in prison (PR 5.14; Custody , Care 
and Justice (Cm 1647, 1991 ), Chapter 7). The main features of 
the strategy are: 



i. the holding of sex offenders in fewer prisons to 
encourage a consistent approach in running treatment 
programmes in a safe and supportive environment with cost 
effective use of resources and skills; 

ii. treatment programmes are to be based on offenders' 
admission of offences, challenging attitudes and tackling 
offending behaviour. The programme must be practical, 
deliverable, sustainable and properly evaluated; 

iii. assessment will take place following conviction and 
sentence to determine which prisoners are most in need of 
treatment. This will take account of an inmate's previous 
convictions, evidence of inadequacy or addiction, evidence 
of sexual deviancy etc and also reflect his behaviour 
during the assessment period when he will undergo 
psychological tests, have individual counselling and 
participate in group work; 

iv. priority for treatment will be given to those who are 

likely to represent the greatest risk to the community on 
release 



4.14. 

Prison 



main treatment programmes will be available in tt 
A core programme, which does not need signif icar 
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specialised resources, will tackle offenders' distorted beliefs 
about relationships, enhance their awareness of the effect of 
sexual offences on the victim, and seek to get inmates to take 
responsibility for and face up to the consequences of their own 
offending behaviour. The programme will also get inmates to 
develop "relapse prevention strategies", identifying the nature 
of their offence cycles and how to avoid high risk situations. 

4.15. An extended programme for those who represent the greatest 
risk will run at the establishments with appropriate specialist 
resources. This will also tackle problems of deviant arousal, 
inter-personal relations, communication skills, anger and stress 
management, substance misuse etc. 



Preparation for release 



4.16. Ideally, the release plan should be drawn up in the 
establishment where the treatment is carried out and will involve 
a key role for the probation service. It should take account of 
what has been discovered about the offender's "offence cycle" and 
the kinds of decisions which may increase his risk of 
re-offending. The general considerations about discharge and 
continuing care set out in paragraphs 5.33 - 5.38 of the prison 
group report should be borne in mind. 



Implications of the Efficiency Scrutiny of the Prison Medical 
Service 

4.17. The relationship between the NHS and Prison Medical Service 
(PMS ) (from 1 May 1992, the Health Care Service for Prisoners) 
in the management of sex offenders has arisen in follow-up wor! 
to the Efficiency Unit Scrutiny of the PMS (1990) and in th 
research and finance advisory groups of the current review 
There is a question about who should be responsible for th 
treatment of sex offenders who have a mental disorder, ie prison* 
or health and social services. 

4.18. A number of sex offenders will have a degree of mental 
disorder (either related or unrelated to the offences) which 
enables them to be transferred to hospital under the Mental 
Health Act 1983. For those who do not meet the criteria for 
compulsory detention but still have a mental disorder classified 
in the International Classification of Diseases 10, there remains 
the question of how they should be managed and their appropriate 
disposal -custodial or probation - which would enable them as a 
condition of probation to receive treatment as an in-patient or 
out-patient for their mental disorder and/or sexual offending. 
The latter is not necessarily connected with the former which may 
influence the final disposal. 

4.19. The important issue here is that each individual needs 
careful multi-disciplinary assessment to ensure the best outcome 
possible in whichever setting the court decides he should be 
managed. There should be guidance on the process by which this 
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should be carried out. We do not know enough about the relative 
merits of specific treatment programmes to make blanket 
recommendations for sex offenders generally and nor is this 
likely to be appropriate as they are such a heterogeneous group. 
However, from a clinical perspective, we need to ensure each 
individual has a management programme related to his own needs. 

4.20. Given the proposal that the NHS should provide health 
services to prisons in the future on a contracted-in basis, the 
Department of Health and the Home Office will need to consider 
how the treatment needs of sex offenders in prison will fit into 
these arrangements. Clearly NHS professionals will have a lot 
to offer in this area, especially in terms of research, training 
and education, as well as service commitments. There will also 
be skills from within the prison service. It is likely that 
local solutions will be based on the local resources available. 



Study by HM Inspectorate of Probation 



4.21. A thematic study of the work of the PMS with sex offenders 
was undertaken by HM Inspectorate of Probation in the summer and 
autumn of 1990 and published in July 1991. The aim was to 
identify the steps which needed to be taken by the probation 
service to ensure appropriate intervention with sex offenders. 
Flowing from this report, the principal tasks are: 



i. to tighten procedures nationally; 



ii. to encourage the spread of examples of good practice; 

iii. to build up community based supervision programmes 
throughout the country and to provide training for staff 
dealing with sex offenders. 

4.22. National standards for the Probation Service on the 
supervision of offenders before and after release from custody 

Part ° f planning for th « implementation 
of the Criminal Justice Act. 



Inter-Departmental Group on Child Abuse 



Dficartfflenf. 1 ? 90 /, re . ” a ® . clear recognition by the Health 

Klngd ° m that ' although to date the 
t workl "? “ .^e field of child abuse had been 
c »ted on the investigation and management of the abuse, 

Sr the ahuser Wln9 ri reS ^ in treat "ent of the abused child 
should not nrmi - ™ » W ^ S thought essential that developments 

^ m ^ ec “ e ! 1 i? sis> The Inter-Departmental 

F^ild Abu ; 5e discussed this issue in February 1990 and 
proposed that a sub-group should be set up: 



i. to pool information about the range and nature of 
available treatment facilities; 9 nature o1 
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ii. to develop a strategic approach to the subject, to 
include both research and development work. 

4.24. The establishment of the sub group was announced by the 
then Minister for Health on 29 March 1990 at the Suzy L amp 1 ugh 
Trust conference on Working with the Sexual Offender - Issues for 
Policy , Prevention and Treatment . It was referred to again by the 
Parliamentary Secretary at the Northern Ireland Office in an 
address to the British Association of Social Workers AGM in the 
province on 4 April 1990. 

4.25. The sub-group decided to devise a strategic framework 
within which Government Departments could develop policy and then 
translate this into effective service objectives for authorities 
and agencies at local level. The strategic objectives are: 

i . to formulate a coherent policy for the management and 
treatment of abusers and to evaluate and review policy at 
regular intervals; 

ii. to build up a better understanding of the 
characteristics of offenders and the context in which the 
abuse takes place; 

iii . to view child sex abuse as a problem which requires 
assessment and treatment for the abuser as well as the 
abused and to help offenders to learn ways of minimising 
the risk of re-offending. This is particularly important in 
view of the recent report by the National Children’s Home 
which suggested that children themselves are the 
perpetrators of up to a third of sexual abuse cases ( Report 
of the committee of inquiry into children and young people 
who sexually abuse other children , April 1992); 

iv. to promote an inter-disciplinary and inter-agency 
approach to the planning, delivery and review of managing 
and treating offenders and others involved; 

v . to encourage the development of local and national 
resource networks for staff working with perpetrators, in 
recognition of the high demands of their work. 

vi. to educate the public and professional staff about the 
nature and approach to child sexual abuse. 

4.26. The service objectives reflecting the aims of an inter- 
inter-agency response to working with sex offenders at local 
level are: 

i . to prevent suspected or known abusers from harming 
potential victims or further harming abused children; 

ii. having identified abuse, to provide protection to 
children and support for them and their families either by 
voluntary care or by compulsory measures of care determined 
by judicial authorities; and to ensure that intervention 
with abusers enhances their protection and support; 
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iii. to plan and provide services and programmes and where 
appropriate training, in collaboration with voluntary and 
other organisations, aimed at modifying the behaviour of 
abusers living in the community, in residential, health or 
penal establishments; 

iv. to provide public education and information aimed at 
reducing the incidence and seriousness of abusive 
behaviour; 

v. to provide staff development programmes to help workers 
discharge their functions effectively and efficiently; 

vi. to monitor and assess the effectiveness of the services 
and programmes for abusers as a positive contribution to 
the protection of children. 

4,27. The sub-group has also pooled information on the range of 
available treatment facilities for abused children and abusers 
up to the age of 20, and on various treatment initiatives. It 
is currently examining the question of research on sex offenders. 
We see this group as providing a model for inter-departmental 
consideration of issues in the field of sexual offending . 

People with learning disabilities 



*•??• People with learning disabilities (mental handicap) may 
. s .?“PPPF t to Jieip them understand their sexuality and close 

Thf views h n? . other ® ' Thi » is especially so in adolescence. 

*.t ld people concerned should be taken into 
account, including the sensitive handling of problematic 

of 6 sexual' luse a % Consent *“*ly Planning. In the context 
° ' lfc is important to emphasise that a person's 

rstandi^f 6 not : have bee n perpetrated with his full 

Silitv^^lfi^ ’ S ° me p, ople with low intellectual 

or of the c °" c ® pt . of social misdemeanour or morality 

b ■ ^ t ^- f 1 their offenc e. Their treatment should 

may / eople with learning disabilities 

bec^^Ls of serial ° r rareness, also 



Recent developments 



Research and evaluation 



effectiveness” 01 ©^ ^ 

programmes has been ^islioned , treia tment 

undertaken by the Gracewell ciins^ , wl f 1 l°° k at work 

probation areas. Clinic, Birmingham and in five 



4.30. The Department of Health has commissioned an evaluatio, 
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by the Institute of Child Health to establish the effectiveness 
of treatment programmes, some of which cater for child and 
adolescent abusers. This work should provide systematic 
information about the characteristics of the subject at entry 
into treatment and a year later. It will also provide 
information on which later and longer-term studies could be 
based. 

4.31. The Portman Clinic, an NHS out-patient service in London, 
founded in 1933, offers psychoanalytical help to people of any 
age who have carried out acts of delinquency or who suffer from 
sexual deviation. The Clinic has an active teaching and multi- 
disciplinary training and research programme eg. into violence 
and child abuse. The Department of Health is keeping in touch 
with the future plans of this service. 

4.32. As noted in our main report, the research advisory group 
of the present review has considered the needs for research 
relating to sex offenders. 



Guidance 



4.33. The revised Department of Health child abuse guidance, 
Working Together under the Children Act 1989, brings work with 
juvenile and adult abusers within the ambit of the Area Child 
Protection Committees (CR, Annex F) . For example, it highlights 
the preventative function in working with adult abusers and 
requires ACPCs to include work with abusers in their procedures 
and annual reports. Prevention is stressed in the forthcoming 
Scottish Office guidance. Effective Intervention , which will 
underline the need for collaborative action to modify and manage 
abusive behaviour. Similar messages are contained in the Regional 
Strategy for Northern Ireland Health and Personal Social Services 
1992-1997. 



National Association for the Development of Work with Sex 
Offenders 

4.34. The National Association for the Development of Work with 
Sex Offenders, a new professional organisation for those working 
with sex offenders, held its inaugural meeting in September 1991 . 
The Association sees a role for itself in such areas as: 

advancing education and training; 

research; 

data collection; 

the formulation of guidelines for the multi-disciplinary 
management of sex offenders; 

training; 

the development of model standards and guidelines for good 
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practice; 

dissemination of information and staff support networks. 

4.35. It would be useful if the Department of Health and the Home 
Office followed closely the work of this Association. 



Conclusions 



4.36. There is a good deal of work already being done to tackle 
the needs of sex offenders, particularly through the Inter- 
Departmental sub-group referred to at paragraph 4.24. We agree 
with that group's recommendation that all Departments should 
continue to use every suitable opportunity to emphasise the need 
for inter-agency and inter-disciplinary working and to 
disseminate information about the nature and approach to sexual 
abuse. 



4.37. We repeat our recommendation at paragraph 4.11 that the 
Department of Health and the Home Office consider issuing 
guidance on the treatment and supervision of sex offenders in the 
community for NHS, social services and the probation service. 



Printed image digitised by the University of Southampton Library Digitisation Unit 



Paper 5: 

Suicide Prevention 



5.1. There has long been concern about suicides among mentally 
disordered offenders, especially in prison. This paper summarises 
a number of recent developments in this area as well as some 
wider aspects of preventing physical self-harm. 



Report of HM Chief Inspector of Prisons 



5.2. The report of Judge Tumim, HM Chief Inspector of Prisons, 
in December 1990 ( Report of a Review of Suicide and Self-Harm in 
Prison Establishments in England and Wales , Cm 1383) recorded an 
increase in self-inflicted deaths from 29 in 1985 to 48 in 1989, 
with 42 in the first 10 months of 1990. Of the 1989 figure, 33 
were found to be suicides. Pro rata to population, prison 
suicides are about six times the national average, with a higher 
incidence among young offenders. 

5.3. Judge Tumim made a number of recommendations aimed at 
improving the quality of the prison regime and emphasised that 
self-inflicted harm was not simply a medical issue. However, 
although the majority of prison suicides are not mentally 
disordered within the terms of the Mental Health Act 1983, the 
inadequacy of NHS services for mentally disordered offenders was 
identified as a contributory factor. This latter point was 
reinforced by the Chief Inspector in his Report for J in » \ 9 *0~ 
March 1991 (paragraph 4.29). In 1990 33% of self-inflicted prison 
deaths were of people with a history of mental illness: PR 5.16). 



Prison White Paper 



5.4. The White Paper on the prison service ( Custody , Care and 
Justice (Cm 1647), 1991 ) described, against a background of 
proposed improvements to the prison regime (OV 21 and OV, Annex 
D) , initiatives to help prevent suicide and self-harm. These 
included pilot schemes involving selected prisoners, training for 
staff and greater encouragement to the valuable work of the 
Samaritans: see extract at Annex A. 



Prison advisory group recommendations 



5.5. The prison advisory group of the present review also 
considered suicide prevention: see extract at Annex B. The group 
made two recommendations : 

i. that consultant psychiatrists should be co-opted as 
members of Suicide Prevention Management Groups (see below) 
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in local prisons and specialised facilities (PR 5.22); 

ii. that the Department of Health should consider the need 
for guidance to NHS staff on cooperation with prison staff 
in preventive efforts (PR 5.22): see paragraph 5.8. 



Suicide Prevention Management Groups 



5.6. Suicide Prevention Management Groups are referred to in 
Tumim, Suicide and Self-Hairm / paragraphs 2.22-2.23 and Custody , 
Care and Justice, paragraph 7.46. There is no formal guidance as 
to membership; however, they will typically be multi-disciplinary 
teams, including such staff as prison officers, chaplains and 
education officers. The chairman is usually a senior prison 
manager. The staffing and training advisory group has recently 
gone further than 5 . 5 ( i ) above and recommended the routine 
involvement of a range of health and social services staff in 
suicide prevention groups. 



^ • I * su PP° r t latter recommendation , while recognising (as 
aid the staffing and training group) that the involvement of a 
wider group of staff would have resource implications. If an NHS 
mental health service were to be contracted in to prisons, such 
input might form part of the specification. 



risk of personal injury 



servicL 3 ^ 9 ^,^^ th f 9 uidance Proposed at 5<ii) might cover 
* e to oo d the communl ty as well, it will probably 

deliWafo eni exi sting guidance on the management of 

eli berate self -harm m DHSS Health Notice (84) 25/Local Author i tv 

COTsideration B of L "r I 8 *! 5 -.. 1 * Sh ° uld als ° be ifnke^to'f^ 
consrderatrcm of risk- taking", an area which is being considered 

Y ® starting and training advisory crroun TApaiiu 



patient care to suic ^ ide in the community may need in- 

’SSr&^VS C ° T£SZ ■STS? "* "r taI 

n f* fety ; ‘I {section 2(2} (b)). Otherwise, 

"c^eHprogramme'^arranqements V*****?*™ app£ca£ion°Sf 
( 90 ) 23/Local Authority ^Circular “( 9<fM a i r )^ I ^jpiy > .^ Th^s^^nclude^ 3 



♦ identifying "high priority" or vulnerable patients; 



s!tnanM access to services (including crisis and pre-crisi. 
management and, if necA««arv , u pare criS11 
and violent epis^des)T containment during suicide 
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♦ a full range of facilities to meet varying and 
continuing needs; 

♦ the designation of a care coordinator or ‘'key worker" 

(CR 3.36; HC(90)23, paragraphs 15-16) and multi- 

disciplinary review of individual needs; 

♦ effective information systems; 

♦ effective staff training. 

5.10. The Royal College of Psychiatrists has issued guidance, 
prepared in consultation with other professional bodies, on the 
continuing care of potentially violent or vulnerable patients 
(see Third Report prepared pursuant to the Disabled Persons 
( Services , Consultation and Representation) Act 1986 (1991 ), 

paragraph 19). 



Inquiry by Royal College of Psychiatrists 



5.11. The Royal College of Psychiatrists is mounting a 
confidential inquiry, under the direction of Dr William Boyd, 
into homicides and suicides committed by discharged psychiatric 
patients (Department of Health Press Release H9 1/498; Royal 
College press information, 14 Jan 1992). The purpose of this is 
to learn lessons for the future. Other professional organisations 
will be involved. 



Indicators 



5.12. Jenkins, Towards a System of Outcome Indicators for Mental 
Health Care ( British Journal of Psychiatry (1990) 157, 500-514) 
suggested incidence of suicide among prisoners and local patients 
as one of a number of outcome indicators for measuring the 
performance of forensic psychiatric services (CR 4.13). Annex f 
to the prison group report suggested the reduction of suicid* 
rates as an objective for the Prison Medical Service. In our ow 
main report, we have proposed that identification of specia 
needs, including potential suicides, should be recognised ii 
specific standard setting for mental health care screening on 
reception to prison. As noted above, the staffing and training 
group is considering guidelines on risk-taking. 

5.13. Against this background, we recommend that consideration 
is given through the present review to indicators which will help 
to measure the success of services in minimising suicide and 
self-harm. This could form part of the broader work on quality 
of care and performance measurement that is currently being 
undertaken (OV 7). The development of outcome measures for mental 
health services, as proposed in The Health of the Nation (1991, 
Cm 1523), paragraph J8, may also be a convenient vehicle. 
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Paper 5 
ANNEX A 



Care, Custody and Justice " (Cm 1647, 1991 ) 



PROGRAMMES FOR PRISONERS 



Suicide and Self-H arm 

7.42 The Prison Service has undertaken a 
fundamental review of its response to the 
problem of suicide and self-harm in the light of 
the Report by Her Majesty’s Chief Inspector of 
Prisons (4). The Government agrees with the 
Chief Inspector’s view that there is no one 
simple answer to the problem, and that it 
requires a broad approach to improving the 
conditions and treatment of all prisoners. 

7.43 There has been considerable public 
coocem, and distress within the Prison Service, 
about the numbers of suicides by prisoners in 
recent years. A suicide causes deep and 
understandable grief to the victim’s famil y jt 
creates stress and concern to other prisoners, to 
the staff involved and to their families. Given 
the pressures of imprisonment, and the nature 
of the prison population, it is inevitable that 
many prisoners will at some time experience 
anxiety and depression. Experience in prisons 
and other residential institutions around the 
world, and in the community, has shown that it 
is often very difficult to identify the moments of 



greatest crisis. Practical arrangements for 
protecting those who are known to be at risk 
from harming themselves have to be balanced 
with the importance of creating an environment 
in which prisoners can retain some degree of 
personal responsibility and choice. Not every 
suicide can be prevented, but many prisoners 
can be helped through periods of despair. 

7.44 Specific measures for the prevention of 
suicide and self-harm are not alone sufficient. 
They must be provided against a range of 
wider measures which together help to reduce 
the likelihood of such incidents occurring. It is 
particularly important that relationships in 
prisons are such that prisoners who may be 
feeling suicidal can get the help and support 
they need, from prison staff, from their 
families, from outside agencies or from other 
prisoners. 

7.45 The Chief Inspector’s wide-ranging 
approach to reducing the risk of suicide and 
self-harm is reflected in many parts of this White 
Paper. Of particular relevance are the 
Government’s proposals for: 

► improving arrangements for supporting 
prison staff following incidents (Chapter 
2 ); 

► 

the treatment and care of all prisoners by 
staff (Chapter 4); 

► . 

reviewing the training of prison staff 
(Chapter 4); 

► 

providing decent physical conditions, 
particularly access to sanitation (Chapter 6h 

► reducing overcrowding (Chapter 6); 
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► developing a code of standards (Chapter 6); 

► providing a high quality of health care 
(Chapter 6); 

► developing active programmes for 
prisoners (Chapter 7); 

P reviewing arrangements for the reception 

and induction of prisoners (Chapter 7); 

p extending personal officer schemes 

(Chapter 7); 

p enabling prisoners to maintain their 

family links (Chapter 7). 

7.46 The Prison Service has also reviewed its 
specific arrangements for suicide prevention in 
the light of the recommendations in the Chief 
Inspector's Report, which it very largely accepts. 
Thorough local reviews have been carried out 
by Suicide Prevention Management Groups in 
accordance with new guidance issued in 
December 1990. The Prison Service aims to 
ensure that a high level of awareness is 
maintained in the future and that it builds on 
the efforts already being made by Governors 
and their staff to prevent suicides. In particular, 
the Prison Service will: 

p send a further supportive message to 
all staff from the Director of 
Inmate Administration. The message 
will recognise the stress which suicides 
cause. It will encourage close co- 
operation between staff. It will reinforce 
the value of the work of each 
establishment's Suicide Prevention 
Management Group; 

p continue to encou rage the work of the 



Samaritans in prisons. Over 80 
establishments already have links with 
Samaritan branches. New guidelines will 
be issued on access to the Samaritans 
through visits, letters and phone calls; 

P prepare with the Samaritans a training 
video for staff on the care of prisoners 
and the prevention of suicide; 

p arrange in October and November of 
this year training days for governor 
grades, doctors, hospital officers and 
suicide prevention trainers; 

► carry out pilot schemes in which 
selected prisoners would assist in 
suicide prevention by attending the 
Suicide Prevention Management Group 
and by being trained to be aware of, and 
support, other prisoners who are at risk; 

introduce a trial of in-cell closed 
circuit television as an aid to keeping 
under supportive observation prisoners 
presenting a high risk of suicide; 

p review the potential suicide risk in 
the design of cells, in particular cell 
windows; 

p review arrangements for access to cells 

in mtfT genripK rindng 

► review the guidance Issued to 
establishments following the results 
of research into attempted suicide and 
self-hmrm in prison establishments. 

This research is being carried out for the 
Prison Service by the University of 
Cambridge. It will be completed in the 
spring of 1992. 
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Paper 5 
annex B 



Report of the prison advisory group 



Smcidc Prevention 



*,5 Mental disorder is a significant predisposing factor in 
monflT‘? fl i‘f ted < a dea ^ hS by P risoners * The proportion of deaths by 
v^« lly r diS i°o^ d n er ^ priSOners a PP ears to hav « increased in recent 

not^resulfil" 8 !' 33% A ° f , self ' inflicfced deaths (including those 

verdlcts of suicide) had a history of mental 
illness, and 9% were actually mentally ill at the time of the 

Th t If It 90 ' were 33% and 21.5% respectively. 

cruci^T a dlsord ® red Prisoner is therefore a 

sulclde Prevention strategy. This has been 
emph *® ed t? 1 ® recent report on suicide and self-injury in 
prison by HM Chief Inspector of Prisons, Judge Tumim 3 f ln 



5.17 Even so, it has to be remembered that the* nroaf ^ • * , 

Earned ” 0t mentall l r disordered. 9 Judge Tumim \as 

SSlSL *?“, d “ ger °J treating suicide as exclusively I 
a^^y otoerf^to« ^ timati "? the social dimension. There 
pressures f r« cfSier pri'soners^^li ■ i iC probdems ' 

- which may be relev^t to suicilaf crLi^ 9 se S tenc ? 

research has found that ieid* -Ii ... ° risis - Recent 

offenders is connected more to* p“bl^ of" j SSi^ OI lh y °"? 9 
psychiatric needs. The suicidal °£ oping 01311 to 

clinically depressed dl P rison er is by no means always 



^’reMjtiraf 0 ^ 8 ,^^ «fe« e e“for f ts fi P ° tent t a i Suicide risk 

by any member of staff if S^fe^e d “ ing custod y 

suicidal feeling. where & * S 9118 of depression or 

suicidal, they should be refe^ed to * pTychfaS^*? ° f bein ? 
opinion. tQ a Psychiatrist for a second 



5.19 In cases where the orisoner j *. . . 

disordered, the psychiatrist w-i » ls dlagnosed as mentally 
arranging transfer or in a,!!.^^, * * «»«**1 role in either 

liaising closely with doctors and conti " uin 9 care in prison, 
of suicide may be a critical ? ris ? n staff • The risk 

transfer is necessary. Where th^n.^ decidin 3 whether urgent 

psychiatrist will advise on the «£e ^sup^t^e^ited 80 " ““ 



5.20 There will be many case. 

prisoner shows no sign of J where the suicidal 

medical staff in prises in “^„ dlaor der . it will be for 

other disclplines P with prison staff of 

nursing staff) to decide ^toe kind^f* « “ ££ a£f ' chaplains, 
is needed in each case, and to make »^.£ UpP ° r ^ “ d care which 
and review. The advici of nave ,^ff£ 9e “?? ts for follow-up 

the Department of Health sh^’ .d^ -£jj ts ?? uld *** valuable and 
to NHS staff on cooperation wi *** n «« d for guidance 

prevent suicide. with Prison staff in efforts to 



Printed image digitised by the University of Southampton Library Digitisation Unit 



5.21 Each prison establishment has a Suicide Prevention 
Management Group, which is responsible for reviewing incidents, 
maintaining staff awareness, ensuring good communication between 
staff and with outside agencies, and developing local prevention 
policy. It has been found beneficial for consultant 
psychiatrists to be co-opted as members of such Groups. They can 
offer valuable advice on the training needs of prison staff and 
on any improvements to the prison regime and the care of 
prisoners which may help to reduce the risk of acts of self-harm. 

5.22 The Group welcomes the initiatives described in Chapter 7 
of "Custody, Care and Justice" to improve the current efforts 
being made to prevent suicides in prison and in addition, we 
recommend that: 

i) the Department of Health shou ld consider the need fox 
guidance to NHS staff on co-operation with Prison 
staff in such efforts; and 



ii) consultant psychi atrists should be. CP-OPtefl as mftn l Mffg . 

of Suicide Prevention Management <?rpppg — in — local , 

prisons and specialist facilities^. 



Printed image digitised by the University of Southampton Library Digitisation Unit 



Paper 6 



Children and adolescents 



Children under 10 



6.1. The age range considered in this paper is roughly 10-20. 
On rare occasions children under ten (the age of criminal 
responsibility) behave in a way which would have led to criminal 
charges had they been older. These cases will be managed in the 
interests of the child through effectively coordinated statutory 
services . 



Background to adolescent services 



6.2. Males between 10-20 account for at least 45% of all recorded 
crimes. Per head of population, 14-17 year olds offend more 
frequently than any other age group. Juveniles under 17 accounted 
for 1 in 5 of all offenders found guilty of, or cautioned for, 
indictable offences in 1989. Because of the increase in informal 
action with juveniles in recent years, these figures may 
understate the level of their offending. 



6.3. Most adolescent offenders are not mentally disordered. Of 
those who are, most will not require a secure placement. Some 
psychiatrically disturbed adolescents will not have offended but 
assessment may suggest them to be at risk of offending. Prompt 
and suitable intervention may prevent offending from occurring 
or prevent further offences . Assessments should always take 
account of developmental factors affecting adolescents. 
Assessment by adult criteria must always be avoided. 



Secure placements 



^ C £ • ^°® e adolescent offenders will be assessed as dangerous, 
either to themselves, to others or both. Secure places arc 
provided by a range of agencies: social services, the NHS (the 
Gardener unit: see below), the Youth Treatment Service (St 
Charles Youth Treatment Centre at Brentwood, Essex and Glenthorne 
tZZ. naar „ BlI ™ingham) , the Special Hospitals (Firs Hard at 
Ashworth Hospital, Liverpool) and the independent sector. There 

a ele TJl t °£ " hit and miss " as to where a younc 
® If. up ' although the nature of the placement maj 
° r k e r legal rights. Admission to a YTC undei 

® Ch ^ ldren Ac t 1 9 89 is not open to adolescents 

who are mentally disordered, although some who are given such 

ac^ire^m^nL^I 1 “ elemant of mental disorder and others maj 
acquire a mental illness after admission. 
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Identifying need 



6.5. There is no accurate estimate of the prevalence of mentally 
disordered adolescent offenders. The national number of secure 
places cannot be an indicator since not all those occupying 
secure beds are mentally disordered. The Gardener unit, near 
Manchester (the only NHS secure facility for mentally disordered 
adolescents) estimates that a quarter of its admissions were 
living at home at the time of referral. Many mentally disordered 
offenders are being treated as out-patients by child and 
adolescent mental health services and general psychiatric 
services, as well as by the specialised forensic psychiatric 
services. Some are being looked after by social services. As 
mentioned in our main report, the needs assessment exercise being 
carried out by Regional Health Authorities by the end of May 1992 
(NHS Management Executive Letter (92)24) should produce valuable 
prevalence information for future planning purposes . 



6 6. "Adolescence is a time of great development significance 
and, for the vast majority, the bridge between dependent 
childhood and independent adulthood" (Preface to Health Advisory 
Service (1986) Bridges over Troubled Waters). Research suggests 
that significant psychiatric disturbance, requiring psychiatric 
intervention, occurs in at least 1 2% of the adolescent population 
(960,000 in Great Britain). 



6.7. A study of the first 100 admissions to the Gardener unit 
(Bailey et al , First 100 Admissions to an Adolescent Secure Unit) 
showed that 79 were boys and 21 girls. The mean age was 15.3 
(range 11-17) and just over half were under 16. 94 patients were 
admitted from 11 English Regions, the remainder from elsewhere 
in the United Kingdom. Almost two- thirds were admitted under 
child care legislation and just over a quarter under the Mental 
Health Act 1983. Other relevant data from the unit include: 



87% are at risk to others, 31% a risk to themselves 
and 29% are a risk to both. 

68% committed major offences, 17% minor offences and 
15% committed both. 

of those who had offended 41% were sexual assaults, 
34% arson, 29% other property offences, 17% non-sexual 
assaults . 



53% had a conduct disorder, 34% had a mixed disorder 
of conduct and emotion and 1 4% had a serious mental 
illness (psychosis). 



Issues 



6.8. The effective management of cases requires multi-agency and 
multi-professional involvement. The key agencies are usually the 
nhs, social services and education. The professional staff most 
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likely to be involved are psychiatrists, nurses, psychologists 
(clinical and educational), child psychotherapists, social 
workers and teachers. Voluntary bodies and the probation service 
also contribute significantly. The involvement of adults 
carrying parental responsibility is also desirable. 

6.9. General issues applicable to other "special needs" groups 
may be important (eg those relating to ethnicity, sensory 
disorders and learning disabilities). The relevance of these 
factors and of the mental disorder in the causation or expression 
of the offending behaviour will need skilled assessment and close 
cooperation between the various specialists. 

6.10. Forensic psychiatric services for adolescents often have 
a low profile. Those purchasing services should bear in mind 
that prevention, including effective early intervention where 
offending behaviour is or appears to be linked to mental 
disorder, may well prove to be cost-effective. 

6.11. Agencies and their staff will need to understand both child 
care and mental health legislation. Guarding the rights of the 
adolescent is essential. Inspections of residential services, or 
similar visits, by (as appropriate) Her Majesty's Inpectorate of 
Schools, the Social Services Inspectorate, the Health Advisory 
Service and the Mental Health Act Commission are likely to be of 
value in this respect. 



A possible service framework 



6 ll 2 *^ Forensic Psychiatry has tended to concentrate on adult 
offenders and has arguably devoted less attention to adolescents 
than it ought to have done. However, there are currently in place 
service components which could form the residential core of 
provision for mentlly disordered adolescent offenders. Subject 
° confirming the numbers of adolescents needing to 

access forensic adolescent services, it would seem desirable to 
consider the development of services based on some sort of 
regional multi-agency consortium. Within each consortium, a 
small core team of professionals could be formed to act in an 
advisory and support capacity to referring agencies. Its members 
ally, a forensic adolescent psychiatrist, specialist nurse, 
forensic psychologist and social worker) would to carry out 
assessments, advise on suitable placements and be available to 

l y ° u i ig Person remains in the care of the referring 
agency. They could also act as a link with other professional 
expertise, such as education and therapy. 



1 ' • . Im P r °Y ing the standard of care should be seen as « 
* ° ne wa >\ of achieving this is to establish close links 

dloartLn^ Lng ^rvices and linking these with academic 

de partme nts of forensic psychiatry (whose expansion has beer 

im^e trt advisor y 9roup). This would help tc 
^ re ‘mat t P° S * currently providing the services 
There must also be a close link between child and adolescent, 
forensic and general psychiatric services. aaoxescent, 
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Conclusions 



6.14. An accurate estimate of prevalence of mentally disordered 
adolescent offenders is needed. 

6.15. Specialised assessment, care and treatment should continue 
to be offered as close to the young person’s home as possible. 
There should be a firm preventive outlook. Services should be 
offered in the lowest level of security required. Agencies may 
need specialised help in assessing the suitable level of 
security. As far as possible the network of specialised services 
for this group of adolescents should be seen as components of a 
single service. 

6.16. Establishing within a regional consortium a team of expert 
professional staff with a broad knowledge of services and the 
ability to access a range of facilities would help to ensure 
prompt assessment and diagnosis, as well as suitable care and 
treatment . 

6.17. Improving the quality of assessment, case management and 
training by establishing links with academic departments of 
forensic psychiatry should be seriously considered. As there is 
currently only a small number of specialists in adolescent 
forensic psychiatry in Great Britain, thought needs to be given 
to how recruitment to the speciality can be improved. 



Printed image digitised by the University of Southampton Library Digitisation Unit 



Paper 7; 

Elderly people 



7.1. Although elderly mentally disordered offenders as individual «= = 
rare it is nonetheless important that when mentally disordered olfilt 
people do become enmeshed in the criminal justice system network tw 
needs are met. This paper outlines in general terms current' dS 
relating to the health care of elderly people, avaiS data on 

amon9s , ^ he eld erly, elderly people as victims, and the 
current position in relation to secure mental health services. 



Background 



7 2. over the last century, life expectancy has been increasing^) and 
manymore people now enjoy healthy life into their sixties, seventies 
eighties and beyond: see figures 7 and 2. Currently, when the age of 65 

it?£ hleved ‘ the J average life expectancy of the individual is a further 
eighteen years for women and fourteen years for men. As a general 

contribute mUCh to en 3°y» and much to 

illnessand disability', • “ Y Sh ° Ul<3 nC>t be impaired by avoidable 



lilt* fill °Ar- ~ tr 3 6 P°P ulati °n in England and Wales were aged 

Overall the * corresponding figure for women was 19%. 

However' wh fl <Th™t-h Pe ° P ?- e ° var sixty-five is increasing slowly. 

L J ^ .. the i one hand there is a decline in the number of 

the P number in^the In a® t0 seventy_four years, there is an increase in 
T V th , e . older age groups, especially those over eighty-five 
y-ais. Interestingly, projections suggest that as well as overall 

th^e r will e be e rarl n ^ reaSin9 ' rati ° 0f men to women wil1 reduce, ie 
«rvL:fL b h® "l reater P ™ P ? T * XOn of men - The challenge for health 
are that . the additional years of life expectancy 

il the need t e h ° m dlsease and disability. Furthermore, there 

health BrnnnHm the needs of this group in terms of services for 

nealth promotion , prevention, treatment and care. 



Mental health 



roue J 5 ?ows the top five causes of admission by diagnostic 

of the gr ° up la England 1986. It is difficult to be certain 

prevalence^ of mental illness in people in later life in the 

s To % of Y f rC 1 i'l elY to be underestimates. Kay< 2 > found that 
an , thos f over , 65 in the general population suffer from dementia 

et 1(3* hatl‘ r ““ f n f S t0 1 abOUt 20% over the a9e of 80 • Livingstone 

elderly which ^ lange^r^^ to ^5* ° f p C J- inica] : Repression in the 

™ * * ** to '8.5%. Personality disorder causes 

“Sts her™. f m^» lderly t Pa 5 1 | ntS and their families, as personality 
describes ?hf h°5? acc entuated with age. The annex to this paper 

people ^th a mental" illness . D ® partment of Health P^cy for elderly 
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EUtrtyf amok p opulat ion: v^hgmqi Iramh, England and Mtia, 
tm-MH 



Population 

In 



thousands 
7000 “1 




I960 1971 1978 1981 1988 1991 1998 2001 2008 2011 2010 2021 2028 

Key 

■ 6S-74 year* Q 75-84 years fi 88 yBars and ovar 



• Sated on IN RegSrtrer Oerters** mW- list estimate* 

Sourer, WCS 



Eldrrly malt population.- aft-group trends, England and Wales, 

tm-iou 



Population 

In 
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5000—1 
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Key 

■ 65-74 years Q 75-84 years H 85 years and over 

• Based on tha Registrar Gantral's mid- IMS animates. 

Sourca: OPCS 



Mental Uinta In the elderly: top flue causes of admission by diagnostic 
group, sex and age-group, England, ItU 



Females 



Matos 




19 % 



37 % 



42 % 



32% 



Kay 



[ disorders 
I Oementie 



lOthsr 

! psychoses 

Affective 

peyehosM 



Neurotic ?M 

disorders ■ 

I Other conditions [“I 
8> undtognesed [J 



Schirophtenia 6 
paranoia 

Other 



Percentages may not add up to 100 due to rounding. 
Sourca: Mental Health Enquiry 



Figure 1 



Figure 2 



Figure 3 
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Physical health 



7.5. There is a high prevalence of health problems with mobility 
nearing, sight and personal care, especially in people aged 75 years and 
over. GPs make more home visits to those in later life, and the rise in 
prescribing for this group is in excess of that for all other age 
groups. GPs make special health checks on those over 75 years. i n 
general, physical ill health increases with age; in particular for heart 
and chest complaints, cancers, injuries and poisoning and digestive 
system complaints. It is important to note that hearing difficulties 
increase with age - in 1986 the General Household Survey (4) found that 
over 35% of men and over 29% of women aged sixty-five years and over had 
difficulty with hearing. Services for people with a hearing impairment 
are considered in Discussion Paper 2 . 



Social circumstances 



I: 6 : Tf? e , 1988 Family Expenditure Survey (5) showed that the income 
distribution of retired people is concentrated at the lower end of the 
income range compared with that of people who have not retired. Contact 
with personal social services increases with age. One study showed (6) 
that in the month before the study interview, 36% of people aged over 85 
years had contact with a home help and 1 1 % had contact with meals on 
wheels. Many live in residential care. 



The elderly mentally disordered offender 



1 .1 . People in later life are responsible for a very small proportion of 
recorded offences. Home Office statistics^ show that of 536 men who 
committed homicide, only 9 were aged 60 and over. 

7 * 8 * Parrott & Taylor^ carried out a study on male prisoners from 
Greater London and its surrounds remanded to Brixton prison. Of a 
sample of 1241, nearly 3% (63 men) were aged 55 or over, about one-third 
were over 65 years. More than 40% were remanded on theft charges and a 
few only for more serious offences. The researchers note however, that 
serious violence was not unknown, for example homicide and firearm 
offences. 

7.9. Nearly one-fifth of those aged 65 and over went on to be convicted 
of non- sexual assaults. Others have noted that sex offending by an 
individual can be new offending behaviour in someone demonstrating early 
signs of dementia. Also there is anecdotal^^ evidence that some 
paedophiles may continue to have a high sex drive into their 70s. In 
Parrott and Taylor s study, about a half of the men aged 55 and over had 
symptoms of psychiatric disorder on being received into prison and about 
half had some form of physical problem. Taylor and Parrott found that 
psychosis and alcoholism were major problems - 27% were alcohol 
dependent. Schizophrenia was less common than in the younger age groups 
and 37% had a major functional psychosis. They found also that "two- 
thirds of the 55-64 age group and over three quarters of the over 65' s 
were without an address and most of both groups were personally 
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isolated". (They suggest that the lack of community ties may have been 
a factor in their being remanded to prison; many did not require this m 
terms of public safety. No man over 65 was living with his wife (either 
because he was widowed or divorced)). The researchers refer to a scheme 
in Essex where police have a special group of officers to deal with the 
elderly and to "facilitate, where possible, contacts with medical and 

social problems" . 

7 10. There has been very little research in the area of elderly 
mentally disordered offenders, but it is clear from the work by Taylor 
and Parrott that this group share the increased rate of physical and 
mental health problems found in the elderly generally; indeed, perhaps 
more so. Similarly, care needs to be taken in establishing appropriate 
links with health and social services, as well as links with housing 
etc, as many are socially isolated and indeed of no fixed abode. 



Special Hospitals 



7.11. A survey of Special Hospital patient need by Taylor et al c ^ 
revealed the following: 



Table: The A ae Distribution within the Cat egories of mental_disor de r 







Mental disorder Category 






Mental 


Psychopathic 


Mental 


Severe mental 




Illness 


disorder 


impairment 


impairment 


AGE 










29 


202 (19) 


188 (42) 


48 (38) 


12 (17) 


30-39 


377 (36) 


133 (30) 


48 (38) 


25 (34) 


40-49 


273 (26) 


74 (17) 


22 (17) 


25 (34) 


50-59 


131 (12) 


38 (8) 


6 (5) 


10 (14) 


60+ 


77 (7) 


15 (3) 


3 (2) 


i (i) 


[Figures in brackets are the percentage within each disorder category in 


the stated age 


distribution] . 







7.12. Of the 95 people aged over 60 years, 25 were over seventy and some 
into their eighties. Taylor discusses this group and points out that 
Broadmoor Hospital has accumulated a disproportionate number of them. 
Some staff believe that the hospital has become a home for them and that 
it would be unreasonable to discharge some (although others remain 
dangerous). Clearly, many may be suitable for return to their home 
districts and the Special Hospitals Service Authority is currently 
looking into individual cases with this in mind. It is perhaps worth 
noting the parallel with the menay mentally ill and learning disabled 
patients who have been in hospital for many years and have enjoyed 
successful rehabilitation and discharge to more homely surroundings. It 
is also worth noting that many of this group may have been admitted to 
special hospitals when the threshhold for admissions was lower. Also, 
there is now much greater emphasis on individual patient programmes and 
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rehabilitation with a view to discharge to lower secure facilities when 
this becomes appropriate. Thus in future years it is less likely that 
there will be so many patients of this age group in Special Hospital. 

7.13. It is less easy to determine how many elderly patients make use of 
medium or minimal hospital secure beds. It is likely to be few. 
Nonetheless, it is important to ensure that elderly mentally disordered 
offenders requiring a degree of security do not fall between two stools, 
ie a Regional Secure Unit which accepts only those under 65 years of age 
and a local psychogeriatric service with no secure or intensive care 
facilities. 



Elderly people as victims 



7.14. Some elderly people may be physically abused or neglected by their 
families or others. The prevalence of this type of abuse is unknown and 
not easy to collect. There are some estimates, but these are thought to 
be generally unreliable because of the lack of reliable data. 

7.15. Yin^ 105 has listed 5 types of elder abuse 

i. physical abuse and neglect 

ii . financial abuse 

iii. psychological abuse 

iv. violation of individual rights 

v. self abuse {eg food refusal). 

Furthermore^ 12 ^ , there is limited anecdotal evidence that some elderly 
people are the victims of sexual abuse. Victims tend to be elderly 
females more often (women tend to survive longer than men, so this is 
perhaps not unexpected) . Some evidence suggests that many elderly 
victims have themselves abused their children in an earlier phase, not 
unlike other forms of abuse. 




7 * 1 ?• E1 5? : rly Ef°P le experience higher rates of physical and mental ill 
“5“ ^ the general population. Elderly mentally disordered 

offenders share these problems, as well as increased social isolation. 

\€a group (based on the study by Taylor & Parrott) appears to 
have a high proportion of these and often to be of no fixed abode. 
This may well be a reason why they are remanded in prison, rather than 
7? m ?T®. a ?? ro ?^ i f fce circumstances ie a community placement. Absence of 
identifiable links may also be a reason why it is difficult to transfer 
elderly patients outside special hospitals. 





As offenders are predominantly male, 
mean there might be an increase in 



is increasing, as 



inmates . 
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7.18. It is clear that, once identified, it is important to ensure that 
appropriate health and social services links are established and that 
elderly offenders have the same opportunities for diversion from the 
criminal justice network as others. Special consideration is required 
to ensure that the needs of such individuals are addressed. They will 
have a multiplicity of problems which need to be addressed in a coherent 
manner to enable them to live as healthy and fulfilling a life as 
possible. 



Key service requirements 



7.19. In summary, the key requirements are that: 

i. as elderly offenders often have no ties or links in the 
community, it is important to ensure that they are not remanded to 
prison for that reason rather than to a more suitable community 
placement ; 

ii. systems are in place to detect problems with sight, hearing and 
mental and physical health. In the NHS , there are arrangements for 
GPs to do special checks on elderly people; 

iii . special consideration is given to ensuring that the needs of 
these people with a multiplicity of problems are effectively and 
coherently addressed. 
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BACKGROUND OR POLICY FOR ELDERLY PEOPLE WITH A MENTAL ILLNESS 



EftHfflt 



Dementia 

Dementia ia an irrsvaraibls loaa of brain function moat commonly aaeociated 
with old age, uaually of a chronic or progressive nature, in vhich there ia 
impairment of memory, thlnkinc, orientation, comprehension, calculation, 
learning capacity, language and Judgement. Conaclouanaaa is not clouded. 
These cognitive impairments are uaually accompanied by deterioration in 
emotional control, social behaviour or motivation, and change and loss of 
personality. In its extreme form dementia can involve virtually the total 
loss of personality and ability to cope with even the simplest aspects of 
daily life, 

Prevalence 



The Government's long-standing policy is that people with mental Illness 
should have access to all the services they need as locally aa possible. 

These should be planned through the medium of a Joint Care Planning Team 
within agreed policies for prevention, early detection, assessment, treatment 
and care in various ways, recognising the Intermingling of physical, social 
and psychological needs of the elderly. The aim Is to have a full range of 
services, from long term in-patient care to domiciliary support for those who 
can be supported outside hospital. 

The overall objective is to enable elderly mentally ill people to live in 
their own homes, with appropriate support for them and their carers for as 
long as desirable and practicable. For those people no longer able to live at 
home, the aim is to provide the most satisfactory residential care. 



The number of the population age 65 and over in England in 1990 is estimated 
to be 7.5 million. This Is projected to increase to 1.1 million by the year 
2010 (7%) and 9.7 million by the year 2025 (28* increase). The very elderly, 
those aged 75 and over, are likely to increase more sharply over the same 
periods to 3.8 million (13* increase) in 2010 and 4.6 million (37* increase) 
in 2025, with those aged 80 and over increasing to 2.3 million by 2010, 

(a rise of 28*) and 2.5 (39*) by 2025. 



ELDERLY POPULATION 



Age 



1990 

Population 

Estimates 

(Thousands) 



1989 Based Projections (Thousands) 



2,000 2,010 2,025 



Dementia 

Prevalence 



65-7A 


4,188 


4,104 

(-2X) 


4,293 

(43*) 


5,096 

(422X) 


3* 


654 


7,552 


7,714 

(42*) 


8,094 

(47*) 


9,695 

(428*) 




754 


3,364 


3,610 

(47*) 


3,801 

(413*) 


4,599 

(437*) 




804 


1,789 


2,042 

(414*) 


2,282 

(428*) 


2,486 

(439*) 


22* 



Estimates suggest the prevalence of dementia rises fro* 3* in these aged 65-74 
to 22* for those aged 80 and over. The prevalence of dementia in J 11 
age 65 and over is estimated to be 7*. About 70-75* of the cases in this age 
band may be attributed to AUhelmer's Disease which is the commonest for* of 
senile dementia. 

Recent research has identified a genetic abnormality that 

disease in those under 63. There are no estimates of the number l»thie 

category. The peak age for the early onset of Altheimer s disease is 57. 



This policy is designed to promote individuality, self respect, dignity, 
privacy and self determination and create a stimulating environment which will 
encourage Individuals to retain a sense of worth and Identity. 

It is in line with the Department's overall community care policy which Is 
firmly based upon the needs of individuals and aims to help them to live as 
normal life as they can. In the area of mental health this ia achieved by 
building up a comprehensive range of services within each district. People 
with dementia should be able to live at home for aa long aa this is feasible 
supported by good primary care services, short-term residential facilities to 
provide holiday and other temporary relief to carers, s range of day care 
facilities as well as domiciliary services such as mesla-on-wheels, home aids 
and night sitting services. 

For those unable to live in their own homes our policy is for s sufficient 
number of beds in each District for sssessment, short term treatment, respite 
care and rehabilitation aa well as enough places for those requiring 
longer-term care. As far as possible the longer-term provision should take 
the for® of smell, domestically orientated units with an informal and personal 
approach. The aim should be to make the elderly people literally feel at 
home* and to keep them active and interested in their surrounding*. 

The main component* of a modern comprehensive range of services ares 



i. a aervlca in each District apecirically devoted to the psychiatry of 
old age, involving the appointment of at least one psychiatrist with 
special responsibility for the care of elderly mentally 111 people. This 
service should provide leadership for the development of the local health 
and the manv other services provided: 



11. s sufficient number of beds in District Genersl Hospitsls, for 
assessment, short term treatment, and rehabilitation; 



ill. a sufficient number of places, as far aa possible in small 
domestically orientated unita, for those unable to live In their own homes; 

iv. short term residential facilities to provide holiday and other 
temporary relief to carers; 
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Paper 

Annex 



*. day cart facilities - which range fro* day hospitals to social clubs; 

^ *°“ Icill “ ry deliver advice and treatment to those living 

In their own homes or in local authority or other residential homes; 

serviceiTetc^ ‘ , * rVlC ** -uch " “* al “ on wh *« 1 ». home aids, night sitting 

The rate of progresa towards a comprehensive service of this kind will 

autharlefir J" diff * r « nt ««••» hut it is for individual health and local 
authorities to judge on priorities in thsir own areas In the light of local 

Knowledge and make the most effective use of the resources available to them. 
Current policy has evolved from the following principal* documents: 



1* PSYCHO-GERIATRIC ASSESSMENT UNITS 

1970 MU Circular (HM(?0)11) emphasised the need for asaesement at home 
and for joint aaaesaaent by medical, psychiatric and social services teams 
in special units for elderly people with mixed mental and physical 
disorders. 

t. SERVICES FOR MENTAL ILLNESS RELATED TO OLD AGE 



1972 DNSS memorandum concerned mainly with hospital services and in 
particular with the guidance specifically excluded from the memorandum 
accompanying HM(71)»7 ("Hospital Services for the Mentally 111") in 
relation to "services for elderly patients whose mental Illness symptoms 
are the result of ageing or physical disease or both"; of special 
relevance to the task of replacing the large mental hospitals. 

3. BETTER SERVICES FOR THE MENTALLY ILL 

1975 DHSS White Paper - a long-term strategic document which stated policy 
objectives for the development of locally based hospital and community 
services and gave the general background against which priorities could be 
decided and short-term decisions made. 

4. THE RISING TIDE - DEVELOPING SERVICES FOR MENTAL ILLNESS IN OLD ACS 

19R2 Health Advisory Service publication mainly addressed to people In 
Districts, related Social Services Departments and community 
organisations which gave detailed guidance on the establishment and 
components of a comprehensive service. 

5. GOVERNMENT RESPONSE TO THE SECOND REPORT FROM THE SOCIAL SERVICES 

CO WITTER 1984/S SESSION - community care with special reference to adult 
mentally ill and mentally handicapped people. 

Document included a summary of mental illness policies, highlighted as a 
matter of special concern services for the "psychiatry of old age" and 
endorsed recommendations made in "The Rising Ride". 



Policy for elderly mentally ill people and also for those suffering from 
pre-eenlle dementia is to make provision to enable them to live at home or in 
a homely setting. 

The provision of care for younger people follows the pattern for adults with a 
mental Illness generally. 

Egpxeg slon and other Mental Disorders 

It la Important to remember that most of the forms of mental illness which 
occur in younger people are equally common in older people. 

The prevalence of depression in people in later life has been much less 
frequently reported, but a recent report (1990) in London found that 15. 9X of 
people aged 65 years and over were clinically depressed. This rose to 18, 5% 
when the residents of the local authority home were included. 

Depresalon was highly associated with not being currently married and with 
living alone. 

In the study although depressed individuals were more than usually likely to 
be in contact with their general practitioner and local hospital In the last 
month, antidepressant medication seemed to be infrequently prescribed, though 
its effectiveness in treating depression in older people is well described. 
This suggests a need for further education and training of primary care staff 
in the detection and management of depression. 

Depression seriously restricts quality of life and can lead to suicide, thus 
the effective prevention, detection and treatment of depression, particularly 
in the inner cities where rates appear to be higher, is crutial. 
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Paper 8: 
Women 



8 1 . Equal opportunity policies on their own are unlikely to be 
enough to ensure that the needs of women who are mentally 
disordered are addressed adequately. As the Fourth Biennial 
Report 1989-1991 (1991) of the Mental Health Act Commission 

(MHAC) stated: 

"Action is needed to ensure that all discxplines are 
working with common understandings , values and purpose m 
order to provide a consistent regime which will enhance 
self esteem and enable women to develop appropriate control 
over their lives" . 

8.2. This paper considers the needs of women for accommodation, 
rehabilitation and treatment, as well as a number of issues of 
particular concern for female mentally disordered offenders, 
including sexual abuse and effects on children. 



Background 



Equality of treatment 



8 . 3 . HM Inspectorate of Probation ' s Report on Women Offenders and 
Probation Service Provision (1991) concluded: 

"It is clear from the findings of this inspection, from 
statistical data and from criminal justice research that 
men and women are not treated equally in the criminal 
justice system." 

This statement was followed by the question, tr but is equal 
treatment the right objective ?" 

8.4. According to the Women's National Commission, the common 
element of many conflicting views on the treatment of women by 
the criminal justice and penal systems is that "men and women 
receive different treatment." It continues: 

"The significant issues are first whether the differences 
are inevitable and second whether they serve or obstruct 
the requirements of equality, fairness and justice which 
should form the basis of a civilised society" ( Women and 
Prison, 1991). 

Therefore, a reasonable approach to the question posed at 
paragraph 8.3 could be to acknowledge that, in addition to 
considering equality of treatment, female mentally disordered 
offenders may have particular needs that justify differential 
disposal. 
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Medical statistics 



8.5. Women are more likely than men to report symptoms of mental 
illness to a doctor. They also use hospital mental health 
services more than men: see Annex. 

8.6. For conditions occurring in the reproductive years, women 
have substantially higher rates of hospital admission than men 
for affective psychosis, the neuroses, alcoholism and drug 
dependency, whereas men have higher rates for schizophrenia 
organic psychoses and learning disabilities (mental handican) 
(see OPCS (1986) Morbidity Statistics from General Practice * 
Third National Study 1981-1982 and DHSS (1985) In-patient Mental 
Health Enquiry for England and Wales 1982). 



Criminal statistics 



8.7. Home Office figures for offenders found guilty or cautioned 
for indictable offences in 1989 show that crime remains a 
predominantly male activity, with women accounting for 
76,200 (16%) of offenders, while 396,500 (83%) were male. 



only 



8 * 8 * I ^. 1989 women accounted for approximately 4% of the prison 
population of England and Wales (Home Office (1990) Prison 
a ^ ics in England and Wales 1989 ) , yet they made up about 20% 
of the population of the Special Hospitals (Stevenson (1989) 
Women in Special Hospitals: Openmind 41). 

Q. 9. Research tends to support the claim that women are more 
likely to be perceived as "mad" rather than "bad". For example, 
Herzberg showed that police officers were significantly more 
likely to refer women to hospital than men (No Fixed Abode: A 
comparison of men and women admitted to an East London 
Psychiatric Hospital 1971-1980 ) , while Allen concluded that women 
appearing before a criminal court were about twice as likely as 
men to receive a psychiatric disposal ( Justice Unbalanced , 1989). 
!n addition, public expectations of what is acceptable or 
understandable behaviour for women may differ from what is 
sometimes tolerated in men (sleeping rough, heavy drinking, 
fighting, loud and lewd behaviour, unstable sexual relations, 



Accommoda ti on 



Treatment near to home 



8.10. Due to the location of the three Special Hospitals and of 
prisons for female offenders, women offenders are often detained 
dlSfc ?^ Ce fr ? m th . eir homes * The importance of maintaining 
K^ UniC ? tX ? n ? nd c 5 > / ltact with a patient* s home and family has 
been emphasised in the earlier advisory group reports (CR 3.10- 
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3.13). Geographical distance can place an additional strain on 
what remains of the family. The fact that some women will have 
young children (see paragraph 8.28) increases the importance of 
their being treated as near to their homes and families as 
possible. 



Unnecessary levels of security 



8.11. People suffering from a mental disorder frequently require 
a safe environment both for the protection of themselves and 
others. It is clear from the reports of the earlier advisory 
groups that a proportion of mentally disordered offenders are 
misplaced in Special Hospitals or prison in that they require 
hospital treatment in conditions of lower security. Many 
practitioners have commented on the adverse effects that this can 
have on patients . 

8.12. There appears to be a disproportionate number of women in 
Special Hospitals (possibly because of limited options at lower 
levels of security). If this is the case, it means that some 
women are detained and treated in conditions of security higher 
than is merited by "the danger they present to themselves or 
others" (ie contrary to one of the guiding principles of this 
review: OV 16). Further consideration needs to be given to this 
question and as to whether a range of alternative provision is 
needed. Gunn's current study on the treatment and security needs 
of Special Hospital patients should be of assistance here. 



Transfer and assessment 



8.13. At present, many prisoners spend some time in a prison 
hospital either on remand or after conviction before being 
transferred to more suitable accommodation in the NHS or social 
services. This means containment in an unsuitable environment 
while in a vulnerable condition. The days before and after 
arrest, and of subsequent imprisonment, will inevitably be ones 
of great trauma and will often result in increased levels of 
mental stress and disturbance. The risks of suicide, self- 
mutilation or mental deterioration may unnecessarily be 
increased, as may the length and complexity of the treatment 
required as a result. If a women "acts out" against her 
imprisonment (maybe destroying prison property or assaulting a 
member of staff), the possibility of further criminal justice 
involvement (or, in some cases transfer to a Special Hospital) 
may be increased. 

8.14. Effective psychiatric assessments may sometimes be hampered 
by highly charged atmosphere of a prison. Conditions are often 
cramped and it may be difficult to see the patient for the length 
of time required for a full assessment. A number of key documents 
recognise the difficulties (see, eg, Custody , Care and Justice 
(Cm 1647, 1991 ); DPMS (1991) Constracting for Prison Health 
Services ; Grounds et al (1991) Mentally Disordered Remanded 
Prisoners ). Grounds found that, of a sample of 196 female remand 
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prisoners at Holloway, the great majority had not been charged 
with serious offences and were tried by magistrates. 43% had no 
place they could really call home. In line with broad 
recommendations by the community advisory group, there is a need 
for more hostel and assessment centre places suitable for women 
to ensure that the practice of remanding those that are mentally 
disordered to prison, or other unsuitable settings such as police 
cells, is avoided as far as possible. 



Mental Health Review Tribunals 



8.15. The apprehension and anxiety a patient usually feels when 
she attends a Mental Health Review Tribunal could be increased 
unnecessarily if she is the only female in the room. Her 
solicitor, the Responsible Medical Officer and the Tribunal 
members may all be male. There is a need to ensure that, wherever 
possible, at least one other woman is present on such occasions. 



Community care 



8.16. A flexible range of accommodation needs to be available for 
women discharged from prison or hospital. The return to "normal" 
life is more likely to be facilitated if the necessary support 
a * ' ' * kle ( t*R 3.20—3.22). This should explicitly be provided 
for within the care programme" approach (CR 3.14-3.18), an area 
which the staffing and training advisory group has recently been 
considering in detail for discharged prisoners. Practical 
initiatives, such as the MACRO job-club at Holloway Prison, 
should be encouraged. 

8 l 7 ^. 1 l ? ixe< ? facilities are often presented as ideal for 

rehabilitation because mentally disordered offenders of both 
sexes learn to live together in a balanced regime. However, all 
i°° °£ fcen women are outnumbered in hostels and day care 
facilities. Generally, they take to institutional life less well 
than men. They may become alienated as a result or be seen by 
others as representatives" of their sex rather than as 

individuals in their own right. 

Research by Dolan (Henderson Hospital, Surrey) suggests 
, a high proportion of women mentally disordered 

offenders have been sexually and/or violently abused by men at 
some point in their lives. The initial need for a safe 

environment in which patients have an opportunity to come to 

terms with such abuse may point to a single-sex placement, or 
else a mixed setting in which staff are very sensitive to the 
needs of the woman and proper supports are in place. 
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Some aspects of rehabilitation and treatment 



Daily routines in secure provision 

8.19. Life for both women and men in secure provision can at 
times seem oppressive, petty and depressing. This may increase 
frustration and boredom, which can culminate in further troubled 
behaviour . 

8.20. Despite many commendable efforts by staff who put a great 
deal of time and effort into organising a range of activities, 
more needs to be done to ensure that the day to day life of 
patients is more interesting, constructive and, for women, 
related to their needs as women . The following points are taken 
from the MHAC's Fourth Biennial Report (op cit): 

i. more could be done to improve educational and vocational 
courses available to female mentally disordered offenders. 
The range should be extended, where possible, to enhance 
both their practical and mental skills. The emphasis on 
"women's work", where it still exists, must be diminished 
with women able to take part in all activities, where 
possible, rather than being limited to those traditionally 
associated with women; 

ii. language is an important indicator of attitude. For 
example, women in Special Hospitals are often referred to 
as "girls" and abusive language is used on occasions. If 
women are to feel they are being treated with respect, the 
use of non-demeaning language is essential; 

iii. "slopping out" is a practice alien to an environment 
which has therapeutic aims. Where this remains (such as a 
ward at Ashworth Special Hospital) it should be phased out 
as soon as possible. The Prison Service aims for "full 
access to sanitation" for all prisoners by the end of 1994. 
The Special Hospitals Service Authority (SHSA) made a 
commitment in 1991 that within three years 40% of patients 
will have private sanitation; 

iv. clothing is an important way of expressing identity and 
can help to improve self-esteem. The availability of a 
choice of clothes should be encouraged where possible and 
should not reflect stereotypical assumptions of what are 
suitable clothes for women (for example, the Special 
Hospitals maintain supplies of track suits designed for 
men, but not for women); 

v. the introduction of male staff to female wards in 
Special Hospitals, although welcome, has not always been 
carried out sensitively. Male staff have not always been 
trained adequately, nor has the staffing mix always been 
suitable. There should always be sufficient female staff to 
manage the personal care needs of female patients and to 
offer support and advice to those who might prefer to 
receive this from another woman. 
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8.21. The SHSA has taken some steps to address the provision of 
care for women. There is now a working party at Broadmoor and a 
multi-disciplinary working party at Ashworth to consider such 
issues. 



Mixed rehabilitation at Special Hospitals 



8.22. The MHAC (op cit) has welcomed the move towards intearatina 
Special Hospital wards so long as: 

i. women are given a real choice about whether they wish to 
be on a mixed ward; 

ii. opportunities for women to transfer out of Special 
Hospitals are not adversely affected if they decide they 
would prefer to stay on a a female ward; 

iii. transfers to a mixed ward are made because this is in 
the interests of the woman concerned and not so that she 
can be "used" to test male behaviour. 



Empowerment 



8.23. The incidence of self-harm among women has been seen by 
some as evidence of lack of self-esteem and power. Such feelings 
can be reinforced by the way in which women's lives are 
controlled in institutional care. 

8.24. Patients should be encouraged, where possible, to become 
more involved in making decisions about their future care (CR 
3.45). At Holloway (female) Prison some aspects of the 
therapeutic community approach have been introduced. Ashworth 
Special Hospital recently introduced a temporary regime which 
gave more responsibility to patients and led to a lowering of the 
incidence of self-harm (MHAC, op cit). Such initiatives, once 
evaluated, could be extended elsewhere. 

8*25. Access should be increased, where possible, to outside 
services, which specialise in particular female issues: for 
example, contraception, pre-mens trual syndrome, the menopause, 
cervical cancer screening and, for women over 50, breast cancer 
screening. Women, as well as men, may need services for drug and 
alcohol misuse and AIDS and other sexually transmitted diseases. 
These too must be sensitive to their special needs, bearing in 
mind (for example) that society tends to attach a greater stigma 
to women who - misuse alcohol than it does to men and that 
therefore women with a drink problem soemtimes find it difficult 

^ or help. One way of catering for this is to 
provide female counsellors in a less "masculine" setting. 

8*26. Women with learning disabilities may have particular needs 
relating to sex education. Chapter 9 of the Department of 
Health s Handbook on Contraceptive Practice provides useful 
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advice on a range of issues, including questions of consent. 
Access generally to practical information and professional 
counselling can serve to "empower” patients, raising their self- 
esteem and aiding rehabilitation. 



Pregnancy 



8.27. The difficulties faced by mentally disordered women who are 
pregnant may be compunded by negative assumptions about their 
potential abilities as mothers, whereas what they most need is 
close support through what can be a very traumatic period. For 
example, education may be necessary about parenting or the 
possible effects on an unborn child of continued substance abuse 
or smoking. The woman may also wish to consider abortion, in 
which case she would require the most careful counselling and 
advice . 



Children 



8.28. The consequences of placing children in care are often far- 
reaching. They may suffer trauma or stigmatisation; some may 
rebel or drift into a cycle of criminality. The cost in both 
emotional and financial terms is considerable. There are often 
alternatives to separating mother and child. In some cases, 
custodial care could be avoided. Otherwise, existing facilities 
might be adapted to enable young children to be housed near their 
mothers. A recent Department of Health report has recommended 
improvements in mother and baby units in prisons ( Inspection of 
facilities for mothers and babies in prison (1992); Dillner 
(1992) BMJ 304; 932-3). As a general rule , the break-up of a 
family should be a last resort . 



Sexual abuse 



Women as victims 



8.29. Women who were sexually abused as children can often 
experience residual trauma in later life, including low self- 
esteem, difficulties in sexual functioning, substance misuse, 
depression, suicidal tendencies and eating disorders. The issue 
of sexual abuse requires careful attention by services caring for 
female mentally disordered offenders. Special therapy sessions 
and self-help groups are possible ways of identifying and 
reducing the effects of this behaviour on its victims. 



Women as perpetrators 



8.30. The incidence of sexual abuse by women is a growing area 
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of concern. More research is needed to determine its prevalence. 
Of 8600 victims of sexual abuse counselled in 1990 by the 
voluntary organisation. Childline, nearly 1 in 10 had been abused 
by women ( BMJ (1992) 304; 935-6). Some studies have suggested 
that many female abusers were sexually abused themselves as 
children and in turn abuse their own children (see O'Connor 
(1987) British Journal of Psychiatry 150; Hooper (1989) If Women 
Do It (in Community Care). Wherever possible, such cycles need 
to be broken. 

8.31 . The mental health care needs of sex offenders generally are 
considered in Discussion Paper 4. 



Raising awareness of women r s needs 



8.32. It is important that those who come into contact with 
mentally disordered offenders are fully aware both of the 
particular needs and anxieties of women and of services that are 
available. Many women suffer from the general social stigma that 
still surrounds mental illness. More research is needed to 
examine the possible ways in which this could be reduced. The 
Department of Health is seeking ways of reducing the stigma 
attached to mental illness, for example, through promoting mental 
health at work (DH Press Release H91/546). 



3.33. The staffing and training advisory group has addressed a 
number of training aspects. At the very least, there should be 
awareness training of staff who regularly come into contact with 
female mentally disordered offenders. There is also a need to 
encourage more women into positions of authority within the 
caring professions. Currently, some 20% of consultant forensic 
psychiatrists are women., roughly the same proportion as for 
genera! psychiatrists ( Health Trends 1991; 23: 132-141 ). Better 
ratios generally could help to ensure both that female patients 
are not placed in unsuitable male-dominated settings and are 
presented with a positive image of women in authority. 



Conclusions 



“ eed f to be a neater range of care and support 
available to female mentally disordered offenders to maximise the 

°f. improvements in their mental health and to help then 

^ 3 “ isatlons such as Women in Prison anc 
f«‘j,i ne^f 131 Hospltals Perform a useful role in promoting 

ln WhlCh im Provements can be achieved will vary, 
but positive developments might include: 1 

i. multi-disciplinary groups established specif icallv tc 
address issues relating to female patients; Y 



ii 



more opportunities for women to meet and share theij 
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common experiences; 

iii. greater exposure to female professional "role models"; 

iv. ensuring that, where possible, women are able to choose 
to receive counselling from another woman; 

v. more opportunities for women to exert control over their 
lives (from deciding what clothes to wear, to being 
presented, where possible, with choices about their future 
care and treatment ) . 
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Paper 8 
ANNEX 



Comparison of recorded episode rates of psychiatric illness in gpn^ i 
practice and admission rates to psychiatric hospitals . mal — " 
females. England and Wales. 1982. 



ICD Category 


Episode rates 1 
recorded in general 
practice* 


Psychiatric 

admission 2 

rates 






M 


F 


M 


F 


All mental disorders 
90-319 


5,540 


11,270 


330 


451 


Organic psychosis 
291 


10 


10 


2 


1 


Schizophrenia 

schizoaffective and paranoid 

states 

295-297 


170 


210 


60 


58 


Affective psychosis 
296 


140 


280 


32 


67 


Other, and unspecified 

psychoses 

*292-4, 298, 299 


60 


100 


24 


35 


Psychoneuroses 

300 


3,210 


8,390 


25 


51 


Personality disorders and 
sexual deviation 
301-2, 307-9, 312-5 


260 


250 


29 


33 


Alcoholism and drug 

dependency 

303-4 


260 


140 


17 


41 


Other psychiatric conditions 
306, 310, 316 


1,750 


3,450 


1 


1 


Mental retardation 
317-9 


40 


40 


1 


1 


* Rates quoted per 100,000 population England and 


Wales 





lm ”°5 bi ? ity statistic* froa general practice: Third 

national study 1981-1982, HMSO. 

2 * HMSD 1985 Inpat *® nt ■•ntal health enquiry for England 1982, 
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report of the finance advisory group 



SECTION 1 - INTRODUCTION 
Background 

1.1 The joint Department Health/Home Office review of services 
for mentally disordered offenders and others requiring similar 
services began work in January 1991. It is due to be completed 
by July 1992. The terms of reference of the Steering Committee 
are reproduced at Annex A to this report. 

1.2 The reports of earlier advisory groups on services in the 
community, in hospitals and in prisons were issued for 
consultation in November 1991 to statutory, professional and 
voluntary bodies . 

Finance Advisory Group 

1 .3 The Finance Advisory Group is one of the four further groups 
to follow up the initial reports. The others are concerned with 
staffing and training, research and academic development. The 
main tasks of the Finance Advisory Group were to consider the 
cost implications of the recommendations of the three initial 
advisory groups and methods of financing services for mentally 
disordered offenders. 

Remit of the Finance Advisory Group 
1.4 The remit of the group was: 

In the light of Ministers 1 declared intention that mentally 
disordered offenders needing care and treatment should 
receive it from the health and personal social services, 
rather than in custodial care: 

To consider the financial implications of the 
recommendations made in the reports of the community, 
hospital and prison advisory groups (and as necessary, the 
consultation document on contracting for prison health 
services) . 

To review current funding arrangements for health and 
personal social services for mentally disordered offenders 
and to recommend any changes to those arrangements to 
enable services to be provided in keeping with the guiding 

1 
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principles of the review. They are that patients should be 
treated and cared for: 

- with regard to the quality of life and quality of care and 
with attention to the needs of individuals; 

- as far as possible, in the community, rather than in 
institutional settings; 

- under conditions of no greater security than is justified 
by the degree of danger they present to themselves or 
others; 

- in such a way as to maximise rehabilitation and their 
chances of sustaining an independent life; 

- as near as possible to their own homes or families, if 
they have them . 

Membership and questions remitted 

1.5 Members of the Finance Advisory Group are listed at Annex 
B to this report. Questions remitted to the group by the earlier 
advisory groups are set out at Annex C. 





2 
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SECTION 2 : CURRENT FINANCIAL PROBLEMS 

2.1 The guiding principles adopted for the review are set out 
in paragraph 1.4 above. Their key theme is that the solutions of 
choice are those based on community rather than institutional 
care, and a degree of security no greater than the patient’s 
condition justifies. Clearly it is desirable that the financial 
arrangements should encourage this emphasis, or at least should 
not work against it. At present this is not always the case. 

2.2 The picture is complicated by the fact that decisions about 
the care of mentally disordered offenders are not entirely within 
the control of the health and social services. For example where 
a court authorises the detention of an offender under a hospital 
order it must be satisfied that the particular hospital is 
suitable for the purpose and has agreed to accept the patient. 
A further example would be for a patient subject to a restriction 
order where he or she cannot be discharged to another hospital 
without the consent of the Home Secretary. 

PUBLIC MONEY IS NOT USED AS EFFECTIVELY AS IT COULD BE 

2.3 Secure hospital provision is more expensive (at about 
£70,000 in maximum or medium security) than a place in an open 
psychiatric ward (about £30,000), or than care provided in the 
community (though no single figure is available for this). One 
of the problems of the current financial arrangements is that 
they tend to encourage the use of the jnore expensive services, 
even though they are the least appropriate for many patients who 
do not require a high degree of security. 

2.4 Although superficially criminal justice system disposals may 
appear relatively inexpensive, in reality they cost more than 
proper intervention by health and social services. This is not 
just a matter of comparing the annual cost of a prison place with 
the annual cost for a similar person to health and social 
services. A mentally disordered offender who goes to prison and 
does not receive the treatment and care he or she needs will be 
released from prison and may well commit another offence upon 
release, resulting in a further penal disposal. Mentally 
disordered offenders who are not imprisoned because of the 
relatively less serious nature of their offences, may pass 
repeatedly through the hands of the police and courts - the 
so-called revolving door syndrome. In terms of the life-time cost 
— - the Public purse o f providing for a given mentally disordered 

3 
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offender, inappropriate criminal justice system disposals almowt- 
certainly represent a less than efficient (and certainly 

ineffective) use of public money. 

2 . 5 We recommend that planning decisions about services for 

mentally disordered offenders, at local and national level 

should take account of the cost to all agencies which work with 
this group. This includes the future cost of deterioration in a 
person ? s condition when effective early intervention is denied. 

HEED FOR ADDITIONAL FINANCE 

2.6 Some of the costs of the additional provision needed for 

mentally disordered offenders are estimated in this report. 

However, there are significant areas where the costs of 

satisfactory alternatives to prison or hospital detention have 
yet to be fully assessed. This applies particularly to provision 
in the community by health and social services (including 
probation) and voluntary organisations. 

Research/ academic development 

2 . ? The recommendations of the advisory groups on research and 
academic development will inevitably have resource implications. 
The research group has drawn attention to the need for more work 
on mentally disordered offenders and their health and social 
service needs. The group on academic development has pointed out 
that there is an inadequate research base at present. 

Staffing and training 

2.8 The report of the advisory group on staffing and training 
also has resource implications, both in terms of employing 
additional staff and training them. 

FINANCIAL WEIGHTING 

2 . 9 The prevalence of mentally disordered offenders is unevenly 
distributed between different parts of the country. The need for 
services is greatest in urban, particularly inner city areas. 
Equally, health authorities (including Family Health Services 
Authorities) and social services departments will need more 
resources if they have prisons and courts within their 
boundaries. This reflects the need for diversion schemes and 
other liaison work with the criminal justice system, in addition 
to discharge planning for prisoners . 



4 
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2.10 We welcome the work being undertaken to ensure that social 
deprivation is adequately reflected in the financial allocations 
f n local health and social services. We recommend that this takes 
amount of anv factors which are identified as being specifically 
associated with the level of mentally disordered offenders in the 
population . 
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DISPARATE BUDGETS 

2.11 One of the problems which has been identified by the earlier 
advisory groups relates to the different budgets from which 
services for mentally disordered offenders are met. The following 
paragraphs identify some of the financial disincentives that may 
result from this. 

a. Mentally disordered offenders in police cells and prison 
Problems may include: 

- difficulty in getting an assessment of the mental state 
of a prisoner who seems to be mentally disordered; 

- disagreements between health and social services about 
which agency should accept responsibility for a mentally 
disordered offender; 

- unwillingness to acknowledge that an individual can be 
treated; 

There may be over 1,000 prisoners nationally requiring 
in-patient psychiatric treatment 1 . Although the failure to 
provide this does not reflect financial factors alone it seems 
certain that they will have contributed to it. 

b. Maximum security for people who no longer need it 
Health and local authorities have a financial disincentive 
to accept patients from special hospitals. Special 
hospitals are funded centrally and no charges are made to 
the health and social services authorities from whose areas 
the patients come. The general difficulty of finding 
placements for special hospital patients (usually in other 
hospitals as few are discharged direct into community care) 
is therefore compounded by financial pressures. Some 
special hospital patients have no easily identifiable 
' home 1 district health authority. 



e.g. Mentally Disordered Prisoners. Gunn, Maden and Swinton. 
Home Office. May 1991. 
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c. Transfer from seciiuM security to more local provision 
General health and social services have a similar financial 
disincentive to accept patients from regional specialties 
such as medium secure units where these are financed by 
earmarked regional funds . Some regions are now delegating 
funding of these units to districts (though they remain 
responsible for ensuring that the service is provided - see 
NHSME letter (92)6). 

d. Discharge from hospital into community care 

Social services authorities, in their turn, incur additional 
costs when patients are discharged from hospital into 
community care. Where they have difficulty in meeting them 
the result may be that patients remain in hospital 
unnecessarily . 

2.12 The common strand is that financial disincentives work 
against local services accepting responsibility for mentally 
disordered people. It does not follow that patients are always 
wrongly placed, but financial factors will tend to reinforce 
other pressures in that direction. The existence of disparate 
budgets may discourage the development of local initiatives which 
would ensure earlier intervention by health and social services. 

2.13 Broadly speaking, it was the view of the earlier groups that 
decisions about diversion to hospital from the criminal justice 
system and transfer between hospitals should be based solely on 
clinical needs and public safety and that financial disincentives 
should, as far as possible, be removed. This view is strongly 
endorsed by the Finance Advisory Group. 

2 * 14 We recommend th at decisions about the admission of mentally 
diso rdered of fender s from police stations, courts and prisons to 
hospit al-, — and about the transfer of patients between different 
levels of secur e hospital provision, should be based solely on 

clinical — needs — and public safety. If not already known, the 

aj^norj t_y responsi b le for payment should be established as soon 
as. possible after admission. 

TRANSFERS ACROSS AUTHORITY BOUNDARIES 

2.15 Financial pressures are more likely to block or delay a 
patient s transfer if he or she needs to be accepted on to a new 
budget rather than incurring a different cost to the same budget. 
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The effect of reducing the number of purchasers responsible for 
an individual's mental health care is shown in simplified form 
at Annex D. 

PERFORMANCE MEASUREMENT 

2.16 Monitoring of the development of services for mentally 
disordered offenders has been patchy and in many areas of 
provision virtually non-existent. Relevant performance measures 
need to be developed so that targets can be set and monitored 
at local and national level. This subject is considered in more 
detail in Section 4 and in Annex F. 
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SECTION 3 : THE GROUP'S APPROACH 



3.1 The following sections record the conclusions we have 
reached about the financing of the services needed by mentally 
disordered offenders in different settings, in the light of the 
problems described in section 2 above. This section sets out the 
general principles which lead us to those conclusions. 

3.2 The group's remit, which we have recorded in paragraph 1.4 
above, requires us to recommend funding arrangements to enable 
services to be provided in keeping with the guiding principles 
of the review. The essential purpose of the group is thus 
identical with that of the review as a whole. Financial 
arrangements are only a means to achieving that purpose. 

3.3 It is axiomatic that funding arrangements must be compatible 
with those of the health and social services more generally. 
They also need to reflect the particular needs of the services 
used by mentally disordered offenders. But such arrangements 
cannot on their own ensure that services are maintained and 
developed in line with the needs of those who require them. As 
with other health and social services defining relevant 
performance targets and objectives, and monitoring authorities 1 
performance in meeting them, is also an essential element. 

3.4 This is the basis of the three broad principles from which 
our conclusions are drawn. The principles relate most directly 
to hospital services which are still the main focus of the more 
specialised facilities for mentally disordered offenders, but the 
general aims are no less relevant to services provided in the 
community . 

3.5 The first principle is that, as a strategic aim, district 
health authorities (whether acting alone or as part of a 
consortium) should be responsible for obtaining the full range 
of specialist services used by mentally disordered offenders 
among their populations. This approach avoids the problems 
described in section 2 of disincentives to accepting 
responsibility for a patient, because all costs then come back 
to the same district budget . 
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3.6 Such an arrangement will not in itself guarantee that 
districts maintain and develop an adequate level and standard of 
services for mentally disordered offenders, in the face of other 
priorities. This applies particularly to the more specialised 
services which need to be concentrated at regional or 
supra-regional level. The skills and experience needed to develop 
these services are in short supply and cannot be equally 
available within districts at present. This calls for some 
pooling of responsibility. 

3 . 7 Therefore our second key principle is that there should be 
a clear, and specific, framework of performance management and 
monitoring arrangements to identify needs comprehensively and 
hold district-level purchasers to account for meeting them. The 
earlier advisory groups in this review have advocated a regional 
focus for developing services for mentally disordered offenders. 
This reflects the need for a number of the services to be 
organised or provided at regional level. We also see a key role 
for regional health authorities in setting standards for and 
monitoring the performance of districts. The RHA role in 
performance management and monitoring needs to be complemented 
and backed up by a national framework for setting objectives for 
regions and holding them to account for achieving them. 

3.8 We see this process operating as part of the general 
arrangements through which DMAs are held to account by RHAs and 
RHAs by the NHS Management Executive. It requires specific 
performance measures and standards to be developed for services 
for mentally disordered offenders . Section 4 below discusses 
the state of current work on this and sets out more fully our 
views on the issues to be taken into account in the performance 
management process. 

3 . 9 We thus see a fully developed service for mentally 
disordered offenders being purchased at district level, but 
within a regionally-managed framework to ensure the level and 
guality of the service. This fully developed service does not 
yet exist anywhere. It will require significant additional 
resources. The most pressing need is for medium security and 
related services to be developed at regional level. The needs 
assessments now being carried out will identify how many further 
places are needed in each region. The hospital advisory group 
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in its report concluded that nationally at least 500 more would 
be required beyond the Glancy target of 1,000 nationally. 

3.10 Given the many other claims on health service resources we 
do not believe that an expansion of this order can safely be left 
to the determination of priorities within regions, even given the 
accountability framework we have described. Our third key 
principle is that exceptional needs, such as the required 
expansion of medium secure provision, call for exceptional 
measures. In this instance this means setting aside funds at 
national level and allocating them to specific developments. A 
similar issue arises over local authority services for mentally 
disordered offenders and in section 6 we propose the use of a 
specific grant for this purpose. 

3.11 The sections following set out the application of this 
approach to the various services with which we are concerned. 
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SECTION 4 : PERFORMANCE MANAG: 



US 



HT 



Regional Health Authorities 

4.1 The earlier advisory groups have recommended the development 
of a regional focus for service development issues for mentally 
disordered offenders. This has importance for a number of 
agencies but, in respect of health services, it would include the 
appointment of a regional forensic psychiatric adviser to support 
the RHA in developing and improving the services. The scale of 
management/administrative support which this will require is not 
yet clear, but the current consultation on the earlier advisory 
group reports may shed some light on it. 

4.2 The proposal reflects the importance attached by the earlier 
groups to bringing specialist expertise to bear on service 
development. The scarity of this expertise points clearly to 
concentrating it at regional or sub-regional level rather than 
dispersing it among districts . 

Regional focus 

4.3 The regional forensic advisers recommended in the Hospital 
Advisory Group s s report would thus have a key role in the 

proposed regional focus. The tasks they would need to coordinate 
include : 



a. ensuring that all DHAs have contracts in place for 
mentally disordered offenders, for: 

i. psychiatric assessment and advice for police 
stations, courts and prisons in the district; 

ii. community care; 

iii. provision in open wards; 

iv. secure intensive care provision 

v. secure (including medium secure) long term provision 

vi . medium secure provision 

vii. maximum secure provision 
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b. assisting DHAs to carry out annual needs assessment of 
their likely requirements for the above; 

c. advising RGMs about the relative resource needs of 
different districts to take account of the factors mentioned 
above ; 

d. initiating or acting as a catalyst for service 
development ; 

e. identifying local research needs; 

f. setting guidelines and standards for DHA services for 
mentally disordered offenders; 

g. producing service specifications, jointly with DHAs, for 
supra-district medium secure provision; 

h. monitoring the performance of district and supra-district 
services against the agreed standards; 

i. liaising with the SHSA and other RHAs to produce service 
specifications for supra-regional maximum secure parvisim; 

j . Compiling and disseminating examples of good practice 
in the development of health services for mentally 
disordered offenders. 

National role 

4.4 Central Government clearly retains an overall responsibility 
for the level and quality of service provided and will hold 
health authorities to account for this . The arrangements set out 
above need to be backed up by equivalent arrangements at national 
level for^ setting national standards and monitoring the 
performance of regions against them. A draft outline of the basic 
components of of a forensic psychiatry service is at Annex E. 
There will also be an important national role in overseeing 
services with a catchment area greater than a regional health 
authority. 

^ ^ — re commend that, as a precondition for district health 

sixLi ho ri ty purchasing of maximum and medium secure services there 
I MS t _ be — suitable — arrangements at national and at regional or 
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sub-regional level to ensure that the services purchased bv 
districts are comprehensive, of. a suitable quality and correspond 
to the broad principles for services which have been recommended 
hv the steering committee, 

4.6 We recomm end tha t the Department of Health should give 
guidance to regional .health authorities on the minimum elements 
of a forensic psychiatric service, including catchment area 
services such as court , and prison assessment and diversion 
schemes as well as services for individual patients. It should 
then be a regional responsibility to ensure that districts 
purchase these services. 



PERFORMANCE MEASUREMENT 

4.7 Performance measurement is an essential tool for managers 
and clinicians. It helps signif icantly in the complex task of 
improving services and achieving value for money and in measuring 
how objectives are being met. It also provides the means for 
monitoring trends by providing data which can be collected and 
analysed over time. A Performance Measurement Group was set up 
to consider the difficulty in developing workable indicators 
applicable for services for mentally disordered offenders. Its 
report is at Annex F . It outlines a number of suggestions and 
recommendations relating to the tasks outlined in paragraph 4.3 
above . 



4 * 8 endorse., the recommendations of the Performance 

Measurement Group which are that: 



as wel l as individual agencies considering their own 
measures, a local multi-agency group needs to monitor 
performance collectively at points in the system which 
reflec t multi-agency activity: 

on e or jmore pilot schemes in particular parts of the 
c ountry. should be e s tablished to develop, refine and add to 
— I ^yfoETnance indicators for services for mentally 
diso rdered offenders (see Annex F. figure 2): 

— further work should be carried out to develop methods 
- — — carry i ng out spot audits in hospital, in the criminal 
justice sys tem and in the community: 
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d. care programme arrangements should be monitor^ 
locally, with particular regard in this context to mentally 
disordered offenders who are discharged from hospital; 

e. the multi-axial assessment system being developed for 
general psychiatry should be expanded to include mentally 
disordered offenders; 

f. consideration should be given to central collection of 
statistics and to future work in the area of performance 
measurement . 
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SECTION 5 : HOSPITALS 



PURCHASER AND PROVIDER ROLES 
Who are the purchasers? 

5.1 A purchaser, or 'acquirer' in terms of the NHS and Community 
Care Act 1990, can be a regional, district or Special health 
authority or a Family Health Services Authority. Fund-holding 
general practices also have a purchasing role. Purchasers are 
expected to specify, on behalf of their patients, the standards 
of treatment which they require and to examine the range of 
options available to satisfy that requirement before deciding 
where the patient should be treated. Similar arrangements will 
apply for local authority social services from April 1993 (see 
paragraph 6.17 below) 

5.2 Purchasing in this context does not just mean obtaining a 
service, but deciding what service is to be provided. This 
includes : 

- Assessing the needs of the population 

- Service development and financial planning 

- Setting of budgets, objectives and priorities 

- Specifying performance standards, targets and indicators 

- Detailed service specification 

- Placing contracts /meeting extra-contractual referrals 

- Monitoring performance 

District Health Authorities 

5.3 The Steering Committee has made clear its view that district 
health authorities should have a primary responsibility for 
identifying the health needs of their populations, including 
mentally disordered offenders, and ensuring they are met. It has 
recommended that there should be increased contact between local 
NHS staff, social workers and probation officers and patients 
from their area, including patients who are in special hospitals 
or supra-district level units . 

5.4 Many districts are finding advantage in pooling their 
responsibilities for some specialist services. In some cases this 
has involved setting up joint agencies to purchase such services 
on their behalf, in other cases a lead district has been 
nominated. Family Health Services Authorities, GP fund-holders 
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and, to a more limited extent, local authorities are involved in 
some of these joint arrangements. 

5 • 5 We recommend that district health authorities (in 
cooperation with FHSAs) should be required to accent primary 
responsibility for meeting the health care needs of mentally 
disordered offenders (including prevention) in common with those 
of- the rest of their resident populations. We further recommend 
that this primary responsibility should remain, even where the 
individual is receiving specialist treatment outside the DHA 
boundary . 

5.6 We have referred in paragraph 2.11 to the undesirable 
consequences of having separate budgetary responsibilities for 
the same group of patients. To avoid these we favour 
concentrating the responsibility for purchasing all services as 
far as practicable at district level. Approaches which might be 
considered include DHA contracts for a full medium/maximum 
security service for their patients, rather than a specified 
number, or an arrangement whereby DHAs were billed one, two or 
three years in arrears for the services they had used. However 
this is handled it is important that DHAs are able to exercise 
real choice over where and how their patients are treated. 

5 • 7 .We recommend that, as a strategic aim, district health 

author i t i e s (possibly as part of a consortium) should become 

responsible for obtaining the full range of specialist services 
used by mentally disordered offenders among their populations. 

5.8 The active involvement of regional health authorities and 
the operation of suitable monitoring arrangements at national 
level are essential prerequisites to the exercise of these 
responsibilities by districts. Our recommendations about these 
issues are set out in paragraphs 4.1 to 4.6 above. 

PROVIDER ISSUES 

Who are the providers? 

5.9 Providers may include any of the bodies mentioned above, 
together with NHS Trusts, which are directly accountable to the 
Secretary of State for Health. They provide services under "NHS 
Contracts" with the purchasers. Services can also be provided 
under contracts with the private and voluntary sectors. 
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GENERAL PSYCHIATRIC SERVICES 

5.10 The services which most mentally disordered offenders are 
likely to need are in general, rather than specialist, health 
services provision. There is no clear dividing line between 
general and specialist services. This is because money spent on 
prevention and on treating and caring for mentally disordered 
people as a part of general provision helps to limit the need for 
additional resources in specialist services. Furthermore, 
patients in specialist services remain a responsibility of the 
general services where they reside and will return to those 
services once the need for specialist intervention is past. 

5.11 The amount spent on hospital in-patient services, excluding 
the special hospitals, for mentally ill people and people with 
learning disabilities in 1990/91 was £642.1 million for learning 
disability (22,996 in-patient beds) and £1347.8 million for 
mental illness (55,239 in-patient beds). 

Patients treated in open NHS wards 

5.12 No confident estimate is possible of the numbers of offender 
or similar patients treated in open psychiatric wards . The number 
of in-patient beds used by detained patients in these wards is 
estimated at 3,000. This is derived from annual returns made by 
RHAs to the Department of Health for 1989/90, the latest year for 
which figures are available, with those in the categories of 
provision referred to earlier later in this section deducted. 
Given that the average cost of a bed in a general psychiatric 
hospital is around £30,000 per year, this would imply an annual 
expenditure of £90 million all of which is met through annual 
general revenue allocations to health authorities. But most 
detained patients have not committed offences, and not all 
patients who have are detained. 

Community services 

5.13 One implication of the recommendations of the first set of 
advisory groups is that hospitals (including regional secure 
units) need to be oriented much more to the provision of a 
community service. This needs to be reflected in the resources 
made available to provide for staff based at hospital units, so 
that they can help to provide a comprehensive community service. 
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5.14 Financial planning for hospitals should encompass outreach 
and outpatient as well as inpatient services for the population 
served. Intervention at an early stage of mental illness may 
reduce or remove the need for voluntary or compulsory inpatient 
treatment later on. 

5.15 We recommend that NHS managers should, in carrying out- 
financial planning for hospital and community health services^ 
work closely with local authorities, general practitioners f 
relevant voluntary organisations and criminal justice agencies. 

LOCAL HOSPITAL SECURE PROVISION 

5.16 Information is not collected regularly about the number of 
secure places available in the NHS outside special hospitals and 
regional secure units. Responses to a questionnaire sent to RHAs 
in January 1991 indicated that there were about 1,000 such places 
against a figure of 2,000 in 1986. In many districts such 
facilities do not exist. Local secure hospital provision includes 
intensive care beds, units with a supra-district catchment 
(performing a similar role to regional secure units) and some 
long-term facilities. 

MEDIUM SECURE HOSPITAL PROVISION 

5.17 There are 20 units which are designated as permanent Medium 
Secure Units by the Department of Health. Generally they are 
treated as the direct responsibility of regional health 
authorities, though usually provided by a particular district 
health authority. One unit is part of a NHS Trust. 

5.18 Medium security is also provided in 15 units which have been 
funded by regions and districts outside the central programme 
described below. Some may become permanent regional secure units 
after modification or rebuilding. 

Funding medium secure provision 

5.19 The Hospital Advisory Group drew attention to the lack of 
secure facilities developed by health authorities since the 
medium secure unit programme began in the mid-1970s. In spite of 
Government policy and a special allocation to regional budgets 
to develop units, such facilities did not initially develop, 
until more direct central funding was introduced. 
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5.20 According to data collected for 31 January 1991 there were 
597 permanent medium secure places against an interim national 
target, set in 1976, of 1,000. Appendix 2 of the report of the 
Hospital Advisory Group showed the distribution of medium secure 
places at 31 January 1991. 

5.21 The Steering Committee for this review has now recommended 
that specific regional health authority targets should be set and 
revised annually in the light of local needs assessments.lt 
considers that at least 1,500 places will be needed nationally. 
Even allowing for the impact of improved performance management 
procedures, past experience points clearly to a need to maintain 
central funding for, and active monitoring of, medium secure 
provision if the necessary development is to be ensured. 

5.22 We recommend that central capital and revenue funding should 
continue to be made available for the expansion of medium secure 
provision . 

Medium secure capital funding 

5.23 Construction of new permanent medium secure units is funded 
by the Department of Health from monies specially allocated for 
the purpose. Regional health authorities (RHAs) bid for funds 
against specific proposals for new developments. 

5.24 The cost of a new, 30 bedded medium secure unit is estimated 
as being in the order of £3 million. On this basis, the 400 
places needed to reach the original target would cost of the 
order of £42 million. 

5.25 The capital budget for 1991/92 for medium secure provision 
was approximately £3 million and Ministers have announced that 
funding of £18 million will be made available for 1992/93. 
Therefore £21 million might be required during 1993/94. 

^ * 26 We wel come the allocation of £1 8 million capital for medium 
s ecure — provis ion in 1992/93. and recommend that adequate 
sources should b e made available in subsequent years in order 
ensur e the quickest possible achievement of the 1976 target 
LlQQQ med ium secure places nationally. 

5,27 Using the same basis for calculation as in paragraph 5.24 
above, a further 500 beds beyond the target of 1,000 would 
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require an additional £50 million capital. Allowing for the 
initial investment needed to reach the present target, this might 
be made available between 1993/94 and 1995/96, providing the 
necessary staff can be recruited and trained in time. 

Medium secure revenue funding 

5 . 28 Most of the revenue used to operate RSUs is included in the 
Department of Health’s general annual allocations to RHAs. 

5.29 Once an RHA exceeds two thirds of its target level of medium 
secure places (calculated as 20 per million total population), 
it receives a further increase to its annual baseline allocation 
of approximately £26,000 per additional place. The algorithm 
which determines the exact amount is called the 'Smith formula’, 
which produces different amounts for beds in different regions. 
There would be advantages in simplifying the ’Smith formula’, so 
long as the change produced an equitable result for regional 
health authorities. 

5.30 The current regional targets are: 



NORTHERN 62 

YORKSHIRE 71 

TRENT 91 

EAST ANGLIAN 36 

NORTH WEST THAMES 69 

NORTH EAST THAMES 74 

SOUTH EAST THAMES 72 

SOUTH WEST THAMES 58 

WESSEX 53 

OXFORD 44 

SOUTH WESTERN 63 

WEST MIDLANDS 104 

MERSEY 50 

NORTH WESTERN 82 



It is recognised that the need for medium secure provision is not 
evenly distributed, and regions have been informed that they may 
exceed these 1976 targets if greater need has been assessed. 

^ * 31 HQ-JTg commend that the Smith formula should be abandoned as 
& . Jbasis f or calculating a dditional revenue and that additional 
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places should attract a recurrent revenue allocation at a fixed 
finm (with allowance for inflation). 



5.32 It can be seen from the above that each region has a 
notional allocation of "Smith money", payment of which is 
triggered when it reaches the two thirds threshold. While this 
can provide a useful incentive, it can also block development if 
a region is still some way short of the threshold and needs 
revenue urgently to develop its medium secure services. This 
could be helped if there were some flexibility to allocate part 
of the "Smith money" at an earlier stage of development. 

5.33 We recommend that the Department should adopt a more 
flexible approach to releasing a region's share of its "Smith 
money" to support urgently needed developments, with the proviso 
that equity between regions must be maintained. 

5.34 Additional revenue would be needed for an expansion of 
medium secure provision beyond 1,000 places. A rough estimate is 
that the total revenue cost for a 30 bed medium secure unit might 
be £2.1 million per year (which equates to £70,000 per patient), 
though there is an difference of over £30,000 between the 
estimated annual cost per patient in different medium secure 
settings at present. 

5.35 This would imply that the development of 500 new places, 
over and above the current target of 1,000, would require revenue 
funding (for health and social services) of the order of £36 
million per year. 

5*36 We recommend that adequate revenue and capital funding 
should be made available to meet the need for medium secure 
provisio n over and above the Glancy target. 

SPECIAL HOSPITALS 

5.37 The special hospitals are managed by the Special Hospitals 
Service Authority (SHSA). The authority is accountable to the 
Secretary of State for Health. The hospitals provide for patients 
subject to detention under the Mental Health Act who need 
treatment in conditions of special security on account of their 
dangerous, violent or criminal propensities. Most are detained 
under the authority of a court hospital order or at the Home 
Secretary’s direction but they include some non-offenders who are 
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considered sufficiently dangerous to need special security. The 
three special hospitals have about 1,700 places. The SHSA's 
budget is approximately £90 million revenue and about £16 
million capital per year (at 1991/92 prices). This is financed 
by a central allocation from the Department of Health. This 
equates to an approximate cost of £65,000 per patient. 

5.38 In principle, the arguments for delegating the 
responsibility for obtaining services for mentally disordered 
offenders to the lowest practical level (the district) apply 
equally to the special hospitals service. The scale of need for 
maximum security places in the longer term is at present 
uncertain and there also differing views about whether they 
should continue to be concentrated as they are at present. Any 
change would need to ensure that the viability of the existing 
service is not threatened by short-term fluctuations in demand 
which might not reflect a considered judgement of maximum 
security needs, not least because of the public safety 
implications . 

5.39 We therefore recommend that districts should, as a medium 
term aim, become responsible for obtaining maximum secure 
hospital provision for their residents, but that this should be 
within a framework that ensures the continued availability of an 
adequate number of maximum secure places nationally. 

5.40 Even in the absence of changes to the funding system 
information for districts about the cost of their patients in 
special hospitals will be a valuable part of the picture they 
need to develop of total costs of services used by their 
residents, and of the cost implications of delay in admitting 
them to more local facilities. It is also an essential 
prerequisite for any eventual change in the funding arrangements. 

5 * 41 ffe__r ecommend that information about special hospital costs 
attrib utable to their residents is made available to all DHAs as 
soon as possible. 

INDEPENDENT SECTOR PROVISION FOR MENTALLY DISORDERED OFFENDERS 
5.42 The number of psychiatric in-patients in the independent 
sector is, according to statistics collated by the Department of 
Health, around 2,000, of whom over 230 are detained under mental 
health legislation. A rough estimate of the annual cost to the 
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NHS is £16 million (based on a price of about £70,000 per patient 
year at 1992/93 prices). Because of the way in which these 
statistics are collected, they probably underestimate the actual 
level of provision and hence its cost. When independent sector 
provision is used, districts should ensure that the patients have 
access to a full range of services including care programmes. 

5.43 We recommend that, where district health authorities obtain 
secure hospital provision from the independent sector, they 
should ensure that other catchment area services are provided 
also ( see paragraph 4 . 6 above ) . 

COPING WITH PROVIDER RISK 

5.44 The transition to the purchaser/provider system has led to 
a difficulty in maintaining funding for some specialist forensic 
psychiatry services which need to be concentrated in a few 
centres because of the small number of patients or specialist 
staff. If a specialist unit, perhaps with a catchment area of 
more than one regional health authority, is not sustained by a 
special budget, then it must rely on referrals from health 
authorities, and the resulting payments, to maintain its 
services . 

5.45 We believe that where such services face short term 
difficulties, there should be a means of giving them a breathing 
space. What is needed is financial assistance for a limited 
period to prevent them closing immediately and enable them to 
establish whether the lack of referrals genuinely means the 
service is not needed or is the result of more temporary factors . 

5 • 46 We recommend that arrangements should be made at national 
level to pro tect providers with a supra-reqional catchment and 
t hat regions should make similar provision for assistance to 
s ervices with a regional or sub-regional catchment. 

EXTRA-CONTRACTUAL REFERRALS 

5.47 The National Health Service and Community Care Act 1990 
(section 3(5) (b) ) states that health authorities have the power 
to provide goods or services for an individual where: 

the condition of the individual is such that he needs those 
goods or services and, having regard to his condition, it 
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is not practicable before providing them to enter into an 
NHS contract for their provision. 

Schedule 2 to the Act (section 19(1) (b) of Part III) extends the 
same power to NHS Trusts . 

5 . 48 It appears that in practice some hospitals are reluctant to 
accept patients until it has been established which health 
authority is responsible for them and the health authority has 
agreed to pay. The result is delay. 

5 . 49 There is in also a danger that courts may be frustrated in 
making hospital orders if these require financial agreement as 
well as clinical advice. This would defeat the aim of mentally 
disordered offenders being admitted to health and social care 
rather than sent to prison. 

5.50 The problem could be met by amending the sections of the 
Mental Health Act which deal with hospital orders so that courts 
could direct a health authority to arrange for a mentally 
disordered offender to be admitted to hospital based only on the 
medical recommendations required by the Act. This matter was 
beyond the remit of the Finance Advisory Group, but we would 
suggest that it would be useful for the Steering Committee to 
consider the possibility of such a change. 

5.51 This report has already recommended that admission to 
hospital and transfer between hospitals of mentally disordered 
offenders should be based on clinical and public safety grounds 
alone (see paragraph 2.14). There is provision for patients to 
be admitted to any NHS hospital as emergency extra- contractual 
referrals. Under this procedure, provider units do not need to 
seek prior authorisation from purchasers that the purchaser will 
take financial responsibility for the treatment of patients not 
covered by existing contracts if this is not practicable given 
the patient's condition. In general, this means that patients who 
need to be admitted within 24 hours do not require prior approval 
though the procedure may apply in some other cases if there are 
special circumstances. 

5*52 Wg_jrecpmmend that NHS hospitals should, wherever it would 
— cl nicaOJLy — unacc eptable delay in admission of mentally 



25 



Printed image digitised by the University of Southampton Library Digitisation Unit 



disordered offenders, use the procedures for emergency 
extra-contractual referrals and that the Department of Health 
should ensure that the provider is paid by the appropriate health 
authority. 

HOME OFFICE RESPONSIBILITIES 

5.53 Currently the Home Office incurs costs in caring for 
mentally disordered offenders in the criminal justice system. 
Home Office decisions also have cost implications for health and 
personal social services. We have considered whether these 
factors ought to be reflected in the funding arrangements. 

5.54 The Prison Service currently pays for the detention of a 
number of mentally disordered offenders. Recent research 
commissioned by the Home Office suggests that there could be up 
to 1,200 mentally disordered offenders in prison from the 
convicted (as opposed to remand) population alone. If the latter 
figure were accurate, and given that in 1989/90 the average cost 
per week of detaining a prisoner was £321 , this would imply an 
annual expenditure of £20,000,000. 

5.55 The recent White Paper on the prison service (Cm 1647, 
(1991) sets out the principle that 

Prisoners should expect the same standards of health care 
as those provided by the National Health Service. 

5.56 This is being taken forward by a joint Home Office and 
Department of Health working party on health care standards. The 
group will contribute to a code of standards being developed by 
the Prison Service in following up the White Paper. 

5.57 The group discussed a suggestion that the Home Office should 
be responsible for purchasing health and social services for 
mentally disordered offenders in hospitals, particularly for 
restricted patients, who cannot be moved between hospitals or 
discharged without the consent of the Home Secretary. 

5.58 The risk to the public is a major consideration in 
determining the security needed by a restricted patient, which 
could lead to a conclusion that the Home Office should fund their 
treatment in hospital. On the other hand, the care and treatment 
of patients, including mentally disordered offenders, is solely 
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a clinical matter and therefore the responsibility of the NHS. 
Home Office responsibility for meeting those health service costs 
in respect of offenders would not result in additional finance 
becoming available. It would merely result in funding being 
transferred from the Department of Health to the Home Office. We 
see no advantage in such a change. 
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SECTION 6 : COMMUNITY 

6.1 One of the guiding principles is that patients should be 
cared for as far as possible, in the community, rather than in 
institutional settings. 

6.2 This is consistent with general Government policy on the 
provision of health and social services: 

- It reflects the current emphasis on the use of resources 
in the community where this is possible, whilst recognising 
the need for some resources to be properly employed in the 
provision of inpatient care. 

- It reflects the need for the use of resources at the 
earliest possible stage, by early diagnosis of those at risk 
of, or having mental disorder; by early and appropriate 
intervention to prevent the condition deteriorating or; and 
by early habilitation or rehabilitation. 

“ It reflects the responsibility of approved social 
workers to consider the least restrictive method of care and 
treatment for an individual, including alternatives to 
detention in hospital where this is appropriate and 
possible. 

INADEQUACY OF CURRENT RESOURCES IN THE COMMUNITY 

6.3 It is generally agreed that facilities for mentally 
disordered offenders in the community are inadequate and that 
this inadequacy results in a higher level of imprisonment and 
hospital detention than would otherwise be needed. This is borne 
out by the evidence gathered in this review from health and 
social services purchasers, providers and practitioners and is 
reflected in the recommendations of the community, hospital and 
prison advisory groups. These groups' recommendations about 
community services are set out in Annex G. 

6.4 The table at Annex H represents one assessment of the need 
for resources in the community to avoid unnecessary hospital 
admissions. We support the need for additional resources to be 
deployed in the community for the preventive care and community 
treatment of mentally disordered offenders. 
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SOCIAL SERVICES 

6 . 5 Any increase in the level of services for mentally 
disordered offenders in the community will require an increased 
level of involvement by social services. In particular, local 
authorities will need to be involved in the planning, including 
financial planning, of a comprehensive service for mentally 
disordered offenders. Local authorities will also become 
responsible for purchasing residential care using money which 
will gradually be transferred from social security to local 
authority budgets. 

6.6 More social workers will be needed to provide counselling 
advice and support, as well as a range of day and domiciliary 
services including day centres and access to educational 
services, recreation and employment. A range of residential 
services is also essential. At present these are thinly provided 
and this can result in some mentally disordered offenders failing 
to receive the care they need. 

6.7 The availability of approved social workers in response to 
requests from GPs, police and courts is essential not only to 
effect compulsory admission to hospital where necessary, but also 
to avoid unnecessary hospitalisation or imprisonment. 

6.8 Intervention by social services in the community may assist 
in preventing offending behaviour and in arranging prompt access 
to community care. Where a minor offender has come into the 
criminal justice system, prompt intervention can prevent more 
restrictive and more expensive intervention at a later stage, 
such as detention in hospital. 

Current expenditure 

6.9 On average about 1 2% of local authority revenue and 2 — 3% 
of capital are spent on personal social services. The gross 
amounts spent by local authorities on personal social services 
for mentally ill and learning disabled people in 1989/90 were 
£101 million for mental illness and £525 million for learning 
disability. These figures are derived from local authority 
returns, but are generally accepted as an understatement. 

6.10 In addition, a significant amount is spent through Social 
Security payments for residential care. In 1990 this amounted to 
some £1.3 billion, of which £32 million was for mentally ill 
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claimants and £139 million for mentally handicapped claimants. 
From 1993/94 part of this will be progressively transferred into 
local authorities' central government grants. 

6.11 Joint finance and dowry payments make a significant 
contribution to services provided in the community. Total joint 
finance in 1989-90, the last year for which figures are currently 
available, was £12.4 million for mental illness services and 
£51.5 million for people with learning disabilities (this is 
split 2:1 between health and local authorities). Dowry payments 
from health authorities to local authorities for the discharge 
of long-stay patients into the community, amounted to £2.6 
million for mental illness and £12.3 million for learning 
disabilities . 

SPECIFIC GRANTS 

6.12 Part of the Total Standard Spending figure is set aside 
before local authority spending limits are set each year. This 
money is distributed by means of 'specific grants' according to 
central government priorities. Specific grants for personal 
social services amount to about £83.5 million in 1992/93. This 
includes grants for the social care element of mental illness 
services (£31.4 million), for social work training (£29.0 
million) and for social work support for children involved in 
litigation (£5.7 million). In addition, there will be a capital 
grant of £3.3 million for secure accommodation for children. A 
further £830,000 will be transferred from the Home Office in 
connection with the ending of the remand of juveniles in prison. 
Supplementary credit approvals (for capital spending) to be made 
available in 1992-93 include £10.5 million for mental illness. 

6.13 Specific grants are given to provide new services or new 
elements of existing services, and usually provide 70% of the 
costs of such schemes. The remaining 30% has to be met from 
within local authorities' own budgets and spending limits. 
Despite difficulties reported by some local authorities in 
contributing their share of funding for the 1991/92 grant, there 
was only one authority which did not take up its allocation. 

6.14 The social services required by mentally disordered 
offenders will need to be included in the community care plans 
of local authorities. There is an argument that central 
Government finance is best provided in the form of an addition 
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to the standard spending assessment - relying on the community 
care plans to ensure that the right priority is given to the 
services locally . The group saw some force in this but concluded 
that the level and pace of the expansion needed in these services 
called for direct central Government funding in the form of a 
specific grant. 

6.15 We recommend that the existing Mental Illness Specific Grant 

should — be .increased to support expansion of the following 

services: 

Social work involvement in mental health assessment and 

diversion schemes in courts and prisons 

Social work support in secure psychiatric hospitals 

Cjyzc programmes fo r released mentally disordered prisoners 
and., for those returning to prison from hospital 

.So cial work involvement in and travel to case conferences 
.special hospit als, medium secure units and independent 
sector secure hospitals 

Social work involvement in staffing 24 hour crisis 

intervention teams 

Residential and dav care services 



6.16 We understand that there are some doubts about whether the 
services required for mentally disordered offenders would be 
within the scope of the current specific grant. This will need 
to be resolved by the Department of Health. We would prefer an 
extension of the current grant to the creation of a new one in 
order to emphasise the links between specialist and general 
services for mentally disordered offenders. But if this proves 
impossible an alternative route will have to be found. 

6.17 Local authorities face acute pressures arising from the 
implementation of the Children Act 1989 and the new arrangements 
for funding community care to be introduced from April 1993 (see 
below). In view of these we think the element of specific grant 
for mentally disordered offenders will need 100% central 
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Government funding to ensure its success. It will also need to 
be linked to a spending and development programme (we suggest 
covering 5 years) which sets out the terms of the grant so that 
authorities are clear about the extent of their commitments. 

6.18 We recommend that specific grant provision for mentally 
disordered offenders should receive 1 00% central Government 
funding linked to a 5 year spending and development programme, 
with planned phasing out thereafter. 

6.19 Those authorities requiring capital expenditure for their 
services for mentally disordered offenders will need access to 
supplementary credit approvals to enable it to be funded. 

8*20 We recommend that supplementary credit approvals should be 
increased to allow capital development of services for mentally 
disordered offenders, and that the repayments should be eligible 
for specific grant. 

8*21 We recommend that the additional training needs of social 
services staff involved with services for mentally disordered 
offenders should be reflected bv an increase in the Training 
Support Programme (a specific grant for social work training) . 

6.22 From April 1993, the arrangements for funding community care 
will gradually change. Local authorities will become enabling 
authorities responsible for securing the delivery of services by 
developing their purchasing and contracting role as well as by 
acting as direct providers . 

6.23 Whilst these changes will open up a possibility of a more 
flexible use of the voluntary and private sectors, there are 
concerns about how voluntary agencies can be assured of financial 
stability. 

PROBATION SERVICE 

6.24 The probation service is a key agency in providing services 
for mentally disordered offenders in the community. It provides 
significant support where health and social services interface 
with the criminal justice system, for example in the setting up 
and administration of inter-agency collaboration and schemes to 
assess and transfer mentally disordered offenders from prison. 
In addition, some secure psychiatric hospitals are assisted in 
their work by the presence of probation service staff. The 
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service also provides bail hostels, but at present few of these 
can accommodate mentally disordered offenders. 

VOLUNTARY SECTOR 

6.25 An increasingly important contribution to services in the 
community is made by the voluntary sector (including housing 
associations). It provides a substantial number of residential 
places and a large proportion, around one third, of day places 
for mentally ill people. The use of voluntary sector services is 
a significant element in local authority spending. 

6.26 As part of the general development of housing for people 
with mental illness and learning disability, suitable financial 
provision needs to be made for the accommodation needs of 
mentally disordered offenders for whom remand or longer term 
detention in hospital is not appropriate. Voluntary organisations 
have a key role to play in this area. 

6.27 The Department of Health has the power under Section 64 of 
the Health Services and Public Health Act 1968 to make grants to 
voluntary organisations, including housing associations. We 
consider that there is a need to increase the use of such grants, 
probably on a similar scale to the mental illness specific grant, 
to enable the voluntary sector to develop community based 
services for mentally disordered offenders and others with 
similar needs. 

6.28 We recommend that an annual sum should be made available for 
grants to_voluntary organisations to contribute to local schemes 
which would make provision supervised by health and social 
services for mentally disordered offenders remanded from courts, 
discharged from hospital or released from prison. 

6.29 Local authorities should also consider the scope for 
assistance to voluntary organisations with the accommodation 
needs of mentally disordered offenders through the use of section 
65 of the above-mentioned Act, and consideration could be given 
to making resources available to local authorities for this 
purpose. 

6.30 The investment currently being channelled through housing 
associations may also include the accommodation requirements of 
people with special needs (such as mentally disordered 
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offenders). At central Government level this is the 
responsibility of the Department of the Environment and the 
Housing Corporation but it is also essential that those housed 
Following discussion by our own group and earlier consideration 
by the community advisory group, the special needs working group 
of this review is looking at issues of homelessness. 

6.31 We recommend that the accommodation needs of mentally 
disordered offenders are raised bv the Department of Health with 
the Department of the Environment and the Housing Corporation, 
and that community care plans and funding take account of the 
related needs for care and support. 

GENERAL PRACTITIONERS 

6.36 General practitioners are very often at the forefront of 
health and social service intervention in the community. Mentally 
disordered offenders are however a very small proportion of the 
estimated 9 million or so people who consult GPs annually about 
some form of mental health problem. GPs need the support of other 
services if they are to play their full part. 

6.33 The report of the community advisory group emphasised the 
importance of the GP role in the care and treatment of mentally 
disordered offenders. It also noted that GPs need to be part of 
multi-professional core teams for mentally disordered offenders 
and that their role in the 'care programme' arrangements is 
already recognised in Health Circular (90)23. 

6.34 It is not possible at present to make meaningful estimates 
about the required level of GP input to services for mentally 
disordered offenders. However, there will certainly need to be 
a greater level of involvement by general practice if services 
develop along the lines proposed by the review. This points to 
a need for more resources, especially in inner cities, where the 
prevalence of mental and emotional disorders is high and the 
problem of homelessness is at its worst. 

COURT DIVERSION SCHEMES 

6.35 During the first part of this review, the advisory groups 
on services in the community, hospitals and prisons each 
identified the development of mental health assessment and 
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diversion schemes in magistrates' courts as an important element 
needed to enable mentally disordered offenders to have access to 
the health and social services they need. Relevant 
recommendations are listed at Annex I . 

6.36 Clearly, there will be a cost attached to the nationwide 
development of diversion schemes. The Home Office has already 
secured £4 million over 3 years from 1992/93 for the development 
of such schemes. Some public money is already being spent on 
psychiatric assessments at courts. The Legal Aid Advisory Board 
pays fees for the preparation of reports and there are also some 
health authorities which have established assessment schemes. In 
addition some reports are prepared by the Prison Medical Service. 

POLICE 

6.37 There is also an unquantified expenditure by the police in 
respect of mentally disordered offenders. The police come into 
frequent contact with mentally disordered offenders in the 
community and are thereby involved in arrangements for diversion 
to a place of safety, arrest, bail or further custody and court 
appearances. The Staffing and Training Advisory Group has 
concluded that the resource implications of this review for the 
police should be broadly neutral. 

FLEXIBILITY OF RESOURCES IN THE COMMUNITY 

6.38 The reports of the Community and Hospital Groups indicate 
the need for a seamless service. Future organisation of resources 
needs to reflect a partnership between those involved in 
providing services to prevent, care for and treat mental disorder 
in the community. 

6.39 There are various ways in which resources could be used to 
enhance flexibility in the community. For example: 

a. Pooled resources under the control of a nominated lead 
agency; 

b. Pooled resources under the control of a multi-agency or 
multi disciplinary group; 

c. Discrete budgets under the control of separate agencies, 

but managed in a coordinated way taking into account the 
advice of other agencies. 
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6.40 The main advantage of pooled resources is that ' border ' 
disputes between agencies would be less likely to affect 
adversely or delay a decision to admit a mentally disordered 
person to appropriate health and social services . It is clear 
that disagreements about which agency has responsibility for a 
given individual; i.e. whether they are primarily a health or a 
social services problem, can and do delay or prevent access to 
services even where it is clear that the individual concerned 
needs assistance. Equally, courts can find themselves with a 
mentally disordered defendant who, because of disagreement 
between local agencies about who should pay, has to be remanded 
into custody. 

6 . 41 We recommend that statutory and voluntary agencies should 
consider the scope for the joint purchasing of services for 
mentally disordered offenders. 
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SECTION 7 : SUMMARY OF RECOMMENDATIONS 



2^5 We recommend that .planning decisions ahnnf 

servic es for mentally disordered offenders, at lonal 
and na tional level, should take account of the cost- <-n 
al l agencies which work with this group. This include 
the future cost of deterioration in a person 1 s 
condition when effective early intervention is denied. 



2sA0 We welcome the work being undertaken tn 

ens ure that social deprivation is adequately reflected 

iB — the financial allocations to local health and 

so cial services. We recommend that this takes account 

af — any factors which are identified as being 

sp ecifically associated with the level of mentally 
dis ordered offenders in the population. 



WS — reco mmend that decisions about fho 
admission of mentally dis o rdered offenders from police 
s tations, courts an d pr isons to hospital, and about 
— tra nsfer — or — pati ents between different levels of 
secure — 1 c p ~ta l. provision, s h ould be based solely on 

clinical — needs — and — public safety. If not already 

the authority respons i ble for payment should be 

established as soon as possib le after admission. 
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4-5 We recommend that g as a precondition for district 

hQalth ^_authoritv purchasing of maximum and medium 
secure services there must be suitable arrangements at 
national and at regional or sub-regional level to 
ensure that the services purchased by districts are 
corn prehensive, of a suitable quality and correspond to 

t he broad principles for services which have been 

recommended bv the steering committee. 

We recommend that the Department of Health should 
qiye _„quidance to regional health authorities on the 
minimum elements of a forensic psychiatric service, 
j jicludinq catchment area services such as court and 
prison, assessment and diversion schemes as well as 
sermces _for individual patients. It should then be a 

regi onal r esponsibility to ensure that districts 

purchase these services. 
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4-s-8 M e endorse the recommendations of the Performance 

Mea surement Group which are that; 



ii as_well as individual agencies considering 
their own measures F a local mul ti -agency group 
needs to monitor performance collectively at 
.points in the system which reflect multi-agency 
activity? 

h*. o ne or more pilot schemes in particular parts 
of.— the country should be established to develop. 
refine and., add to the performance indicators for 
services, f or mentally disordered offenders (see 
Anne x F „ figure 2) t 



^ furtherij ^k should, be carried out to develop 
fo^-Caxryin q out spot audits in hosp ital . 

An — — criminal justice system and in the* 

community; 

di care programme arrangements should he 

monitored. loc ally , with particular regard in this 
context t o men tally disordered offenders who are- 
discharged from hospital: 

— — ffiulti-axial — assess ment system hei no 

d eve l oped — for — general psychiatry should be 

expande d to include mentally disordered 

offenders ; 
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5,5 We recommend that district health authorities (in 



cooperation with FHSAs) should be required to accept 
primary responsibility for meeting the health care, 
including preventive needs of mentally disordered 
offenders in common with the rest of their resident 
populations* We further recommend that this primary 
responsibility should remain . even where the 
individual is receiyin q_sp ecialist _ treatment outside 
the DHA boundary. 



5.7 We recommend that, as a strategic aim, district 
health authorities (possibly as part of a consortium) 
should become responsible for obtaining the full range 
of specialist services used by mentally disordered 
offenders among their populations. 



5.15 We recommend that NHS managers should, in 
carrying out financial planning f or hospital and 

— mu — i — p— — — "UMf ' Wr * * ■ mm— i — ■■■■■— — — M— — — i— — m— —«— m —iMi»i«ii 

community health services » work closely with local 
aut hor i t l^ x . ,g ^er aL pr ac t i t i oner s x . rel ev an 
organisations and criminal justice agencies. 



5.22 We recommend that central capital and revenue 
funding should continue to be made available for the 
expansion of medium secure provision. 
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5.26 We welcome the allocation of £18 million 
capital for medium secure provision in 1 992/93 , and 
recommend that adequate resources should be made 
available in subsequent years in order to ensure the 
quickest possible achievement of the 1976 target of 
1,000 medium secure places nationally . 



5.31 We recommend that the Smith formula should be 
abandoned as a basis for calculating additional 
revenue and that additional places should attract _a 
recurrent revenue allocation at a fixed sum (with 
allowance for inflation) . 



5.33 We recommend that the Department should adopt 
a more flexible approach to releasing a region S s share 
of its "Smith money" to support urgently needed 
developments, with the proviso that equity between 
regions must be maintained. 



5.36 We recommend that adequate revenue and 
ca pital funding should be made available to meet the 
need for medium secure provision over and above the 
Glancv target. 



5.39 We recommend that districts should, as a 
medium term aim, become responsible for obtaining 
maximum secure hospital provision for their residents, 
but that this should be within a framework that 
ensures the continued availability of an adequate 
number of maximum secure places nationally. 
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5,41 We recommend that information about special 
hospital costs attributable to their residents is made 
available to all DEAs a s soon as possible* 

* * " 1 m m i — — — ■ - ■— — — » — — — — — m i — — 



5*43 We recommend that, where district health 
authoritie.s obtain secure hospita l provision from the 
independent, sector, they should ensure that other, 
catchment area services are provided also 



5_,46 We recommend that arrangements should be made 

at national. level to protect providers with a 

supra-reqional catchment and that regions should make 
similar provision for assistance to services with a 
regional or sob-regional catchment. 



5» 52 We recommend that NHS hospitals should, 
wherever it would avoid clinically unacceptable delay 
Jji^aAmission of mentally disordered offenders, use the 
procedures for emergency extra-contractual referrals 
and that the Department of Health should ensure that 

the provider is paid, by the appropriate health 

authority , 
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6.14 We recommend that the existing Mental Illness 
Specific Grant should be increased to support 
expansion of the following services s 

Social work involvement in mental health 
assessment and diversion schemes in courts and 
prisons 

Social work support in secure psychiatri c 

— — — — " ■■i— — — <— i i nAm— ■■■■ i i mu ii i»— mum — — 

hospitals 

Care programmes for released mentally disordered 
prisoners and for those returning to prison from 
hospital 

Social work involvement in and travel to case 
conferences at special hospitals, medium secure 
units and independent sector secure hospitals 

Social work involvement in staffing 24 hour crisis 
intervention teams 



Residential and day care services 

6. IS We recommend that specific grant provision 
for mentally disordered offenders should receive 100% 
central Government funding linked to a 5 year spending 
and development programme, with planned phasing out 
thereafter. 
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- 6.20 We recommend that sup p lementary credi t 
approvals should be increased to allow capital 
development of services for mentally disordered 
offenders g and that the repayments should be eligible 
for specific grant 

6^21_ We recommend that the additional training 
needs of social services staff involved with services 
for mentally disordered offenders should be reflected 
b y an increase in the Training Support Programme (a 
specific grant for social work training). 



6_>28 We recommend that an annual sum should be 
made available for grants to voluntary organisations 

to contribute to local schemes which would make 

provision supervised by health and social services for 
mentally disordered offenders remanded from courts, 
discharged from hospital or released from prison. 

6.5.3.1 We recommend that the accommodation needs of 

mentally. disordered offenders are raised by the 

Department of Health with the Department of the 
Environment and the Housing Corporation, and that 
communi ty care plans and funding takr account of the 
related needs for care and support. 

We recommend tha_^_ statutory and voluntary 

agencies should consider the scone for the joint 

purchasing of services for mentally disordered 

pf fenders. 
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ANNEX A 



TERMS OF REFERENCE FOR THE STEERING COMMITTEE 



To plan, co-ordinate and direct a review of the health and 
social services provided in England by the NHS, SHSA and 
local authorities for mentally disordered offenders (and 
others requiring similar services without having come 
before the courts) with a view to determining whether 
changes are needed in the current level, pattern, or 
operation of services and identifying ways of promoting 
such changes, having regard to: 

the development of new management arrangements in 
the NHS and the proposals for the development of 
community care; 

- the implications for NHS forensic psychiatry of 
action to follow up the report of the Home Office 
Efficiency Scrutiny on the Prison Medical 
Service; 

any relevant recommendations of the inquiry into 
the Strangeways prison disturbances (the Woolf 
Inquiry and other prison related inquiries ) ; 

and including consideration of : 

present arrangements for funding services and 
service developments, and their possible 
improvement ; 

relevant research and studies. 

To produce regular reports to the Department of Health and 
the Home Office on the progress of the review and its 
findings, together with its recommendations. 

The review will be essentially concerned with assessing how 
services should be developed within the framework of 
existing legislation. It is not intended as a review of the 
law. However, the steering committee may propose amendments 
to the law if it considers that they would materially 
further the longer-term objectives of the review. 
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ANNEX B 
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ANNEX C 



QUESTIONS remitted to the finance advisory group 

Key: C = Report of the Community Advisory Group 
H = Report of the Hospital Advisory Group 
P = Report of the Prison Advisory Group 

C2 . 1 1 We are aware that the development of more effective 
arrangements for initial assessment will have resource 
implications for the health and social services which the 
finance advisory group will need to address. However, there 
is at present insufficient information to form a complete 
national picture of the use (or potential use) of section 
136 or of other (sometimes informal) referrals for 
assessment. We recommend that the research advisory group 
considers this issue as part of our suggestion at paragraph 
4.6 of a national study of need for community services for 
mentally disordered offenders. 

C2.32 We recommend that there should be nationwide 
provision of court psychiatrist or similar schemes for 
assessment and diversion of mentally disordered offenders. 
These should be based on a clear local understanding as to 
the contribution of each agency and where the lead 
responsibility lies . The finance advisory group should 
consider the funding arrangements for such schemes and 
(together with the staffing and training group) the 
resource implications for health and social services. 

C4.23 We recommend that the finance advisory group 
should consider the scope for earmarking financial 
resources for services for mentally disordered offenders in 
ways that do not inhibit local initiative. 

H4.4 We recommend that the Finance Advisory Group should 
examine how the development of services for mentally 
disordered offenders can be ensured under the 
purchaser /provider arrangements or whether any refinements 
of the general arrangements would be needed. 

H4.11 We recommend that each health authority (probably 

through arrangements at regional or supra-district level) 
should be responsible for the development and operation of 
the NHS contribution to screening, assessment and diversion 
schemes in courts, police stations and prisons within its 
catchment area regardless of where the individuals 
requiring assessment are considered to reside. This must 
include a responsibility to ensure that patients are 
admitted for assessment and/or treatment as soon as is 
clinically required. 

H4.13 We recommend that the financial implications of 
recommendation 4.11 should be considered by the Finance 
Advisory Group. 
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H4.27 We recommend that the Finance Advisory Groun 

should consider how to increase the flexibility of finan 
both between Social Services Departments , and betweer 
Social Services Departments, the NHS and the probation 
service, including the role of the mental illness specific 
grant . Thus, for example, Social Services Departments might 
be able to charge each other for services to people from 
other parts of the country, health authorities or hospitals 
might be able to assist in paying for social workers wheri 
there is disagreement between the two agencies about the 
appropriate level of social work support." 



H4.32 We recommend that the Finance Advisory Group 
should consider how best to remove perverse financial 
disincentives to ensure that levels of care and security 
are not influenced by changes of funding agency . 

h7 . 5 We recommend that the number of professional 
staff with training in forensic psychiatry should be 
increased to take account of our recommendations and those 
of the other advisory groups; that work to identify the 
scale of the increase is initiated as soon as possible; and 
that planning by the Department of Health and the Home 
Office takes into account the financial and other 
implications of our recommendations. 



Ir ^ 1 * * 6 l n addition to the points mentioned above, there 
are a number of issues which should be addressed during the 
later stage of the review: 

a. Finance Advisory Group: 

How should capital funding for the medium secure 
programme or other developments be disbursed in 
future? 

What should be the role of the Department of 
Health, regional health authorities, district 
health authorities and provider units in the 
capital allocation process? 

Should the current formula for enhanced revenue 
funding (the ’Smith 1 formula) for medium secure 
provision be simplified or better targeted? 

What should be the role of the Department of 
Health, regional and district health authorities 
and providers in the revenue allocation process? 

Should medium secure funding be inside or outside 
the system of weighted capitation which will be 
used to set regional health authority budgets? 
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ANNEX D 



: 



REDUCING PURCHASER BOUNDARIES TO REMOVE DISINCENTIVES FOR THE 
APPROPRIATE PLACEMENT OF MENTALLY DISORDERED OFFENDERS 
1 . The following diagrams show what the effect would be of 
reducing the number of purchasers for health services for 
mentally disordered offenders. A further theoretical possibility 
would be the purchasing of health and social services by a single 
purchaser. However, this has not been advanced as a practicable 
option in the review. Local responsibility is divided between 
health authorities (Family Health Services Authorities for 
general medical care and district health authorities) and local 
authorities. It was considered beyond the scope of this review 
to consider whether health and social services should have a 
single purchaser. 



Diagram A 

2. District health authorities pay for patients in all local 
services including local secure hospitals. They also pay for some 
patients in secure places in the private sector. The kind of 
patients varies from those with no security needs, treated in 
open wards or on a day care basis, to those with minimum or 
medium secure needs. For example St Mary's Ward at Doncaster Gate 
Hospital in Rotherham is a medium secure unit financed by 
District Health Authorities. 



3. Other units, most providing medium security, are financed 
by RHAs. For example Reaside unit at Rubery Hill Hospital in 
Birmingham was a RHA financed medium secure unit (though it is 
now paid for by DHA 'subscription') 



4 . The three special hospitals are financed by the Department 
C-A, Health cen c 1 ly . These are the only hospitals providing 
maximum security, but they also provide (albeit by default since 
provision is not available in other hospitals) medium security 
as well as some minimum secure and non-secure (rehabilitation) 
places. The special hospitals are: 



Broadmoor, Berkshire 
Ashworth, Liverpool 
Ramp ton , Nottinghamshire 



Diagram B 

^ * t The situation described in Diagram A is not the status quo. 
Regional health authorities are, in the main, enacting or have 
enacted plans to pass the financing of units which were paid for 
by them to the DHAs . Most RHAs are ensuring that safeguards are 
in P^ace to ensure all DHAs will continue to have access to 
medium secure places and related forensic services and for the 
interim protection of medium secure units. In some cases, this 

way mean that full responsibility will not be passed to DHAs for 
at least 2 years. 



6. Therefore, diagram B assumes that the current trend 
continues and that RHAs will put in place a framework which 
ensures that DHAs take on their responsibility for purchasing 
secure provision. Some RHAs have already passed financial 
responsibility for medium secure provision to DHAs, so diagram 
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B already applies to them. 



Diagram C 

7. Diagram C would be a change to the status quo. Under this 
diagram, district health authorities would be responsible for 
purchasing all hospital based psychiatric health care for their 
residents, including special hospital services. Like Diagram B, 
which is already occurring in respect of medium security, 
safeguards would be needed to ensure that all districts had 
access to maximum security as well as a means of protecting 
special hospitals from short term fluctuations in patients flows. 

8. Diagram B does not address the two issues which have been 
of particular concern to the review; namely the difficulty in 
moving patients from special hospital to other NHS hospitals and 
the difficulty in admitting prisoners to to hospital, unless this 
is made subject to Home Office powers to direct a health 
authority to accept a patient. Diagram C addresses the first of 
these issues by reducing or eliminating the financial 
disincentive to moving patients out of special hospitals (since 
special hospital beds are at least as expensive and possibly 
slightly more expensive than most medium secure unit beds). 

9. These three hypotheses are shown graphically on the 
following pages . 
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S=Special Hospitals Service Authority R=Regional Health Authority D-District Health Authority 
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D=District Health Authority 
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ANNEX E 

SOME BASIC COMPONENTS OF A FORENSIC PSYCHIATRY SERVICE 



Structure 

Regional Secure Unit - inpatients ,daypatients, outreach 

services , outpatients 
Sub-regional intensive care units 

Access to district level mainstream general psychiatric services 
for patients from Special hospitals , prisons (sentenced and remand 
prisoners ), courts , regional secure units 
Office accomodation at court (court psychiatric scheme) 

Access to long term medium secure beds 

" " medium secure beds for adolescents 

" " " " " " those with learning 

disabilities 

Access to medium secure beds for those who have special needs 
Day to day links with local authorities , voluntary 
agencies , probation services , prisons , courts , special 

hospitals , social services , education 
Multiagency forum Transport between facilities 

Accomodation at local/remand prison (to facilitate contracted- 
in general/forensic psychiatric service) 

Access to sheltered employment, supervised accomodation, hostels 
Personnel 

Regional Forensic Adviser 
Consultant forensic psychiatrists 

Consultant general psychiatrist with special responsibility in 

forensic psychiatry 

Consultant general psychiatrist 

Access to adolescent forensic psychiatrist 

Access to forensic psychiatrist in learning disabilities 

Senior Registrars 

Registrars 

Other doctors (eg Staff grade) 

Forensic nurses 
Approved social workers 
Clinical psychologists 
Occupational therapists 
Psychotherapists 
Educational staff 
Physiotherapists 
Art therapists 
Other therapists 

Academic link/focus /department for all professional groups 
Process 

Admissions from Special hospitals, courts , prisons , private 
facilities and between regional and district level facilities 
Waiting times for above 
Readmissions 
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Outpatient attendances 
Process ( cont ) 

Day patient attendances 

Numbers in hostels 

Prison assessments 

Special hospital assessments 

Numbers seen by court diversion scheme 

Contracts with prison to provide psychiatric service 

Reports to court 

Discharges to Special hospitals, prisons, regional or district 
facilities , community 

Numbers of patients on waiting lists to come into regional 
facilities from Special hospitals, prisons , courts , district 
facilities 

Numbers of patients waiting to come into district level 
facilities from Special hospitals, prison, courts , regional secure 
units 

Numbers of training courses and seminars to district teams, 
probation services , social services , prison staff and other 
agencies by RSU staff ( and vice versa) 

Teaching sessions 1 for professional trainees 

Numbers of staff involved in research or other academic pursuit 
Research publications 
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/\nnex F 



PERFORMANCE MEASUREMENT: MENTALLY DISORDERED OFFENDERS 
I nt r odiict ion 

Performance measurement is an essential tool for managers and 
clinicians because it helps significantly in the complex task of 
improving quality of service and value for money . Indicators are one 
component in a framework for monitoring performance. Other components 
include knowledge of local arrangements, multiagency review and 
service-audit procedures. Such information enables trends to be 
monitored and can be used iteratively in strategic management to help 
decide where changes in quality or quantity of service provision may 
be required and whether objectives are being met . 

This report describes some possible indicators for use in the 
diversion and management of mentally disordered offenders. The 
objectives set out below are either multi-dimensional or not solely 
attributable to particular interventions. It is appropriate under 
these circumstances to use indicators, which measure quantitative 
variations in activity due to a number of factors, to raise questions 
and to stimulate performance review. Performance measurement is only 
one reason for collecting information? others include research, 
statutory requirements, public accountability and policy making. Some 
information that is collected will therefore not be particularly 
helpful for performance measurement, but nonetheless it is still 
needed for the other reasons described. 

Objectives 

2 . National objectives for the health of mentally disordered 
offenders include 

i) to improve their health and social functioning? 

ii) to reduce their suicide rate? 

iii) to reduce the incidence and prevalence of offending and 
reoffending amongst those with mental disorders? 

iv) to develop a sensitive, flexible and, as far as possible, 
integrated range of health and social services, having regard to both 
quantity and quality, and also to preventive aspects; 

v) to ensure the safety of the public and that of the mentally 
disordered offender. 

1 

Printed image digitised by the University of Southampton Library Digitisation Unit 



3. The strategy chosen to meet these objectives for mentally 
disordered offenders has three steps s 

i) to develop effective local mechanisms for diversion from the 
criminal justice system. 

ii) to maximise opportunities for effective diversion from the 
criminal justice system. 

iii) to develop effective collaboration between and appropriate 
training for, all agencies involved in diversion of mentally 
disordered offenders from the criminal justice system. 

4. Extrapolation to local level, ie more specific objectives related 
to local need, will include the following: - 

i) to reduce the risk of offending by a mentally disordered person, 
by early identification and treatment of mental disorder. 

ii) to increase the proportion* of mentally disordered offenders 
diverted to health and social services care before entry into the 
criminal justice system at pre-arrest or initial arrest. 

iii) to increase the proportion of mentally disordered offenders 
diverted to health and social services care before entry into the 
criminal justice system from police cells. 

iv) to increase the proportion of mentally disordered offenders 
diverted to health and social services after entry into the criminal 
justice system, ie from courts 

v) to increase the proportion of mentally disordered offenders 
diverted to health and social services after entry into the criminal 
justice system, ie prison 

vi) to reduce relapse and possibility of reoffending and hence re- 
entry into the criminal justice system by making available 
appropriately co-ordinated follow-up and care after diversion, 
discharge or release. 

Diversion is used here to mean diversion at arrest, from police cells, 
courts and transfer from prison. 



These objectives will need reassessing as diversionary schemes 
develop, ie as diversionary activities become more successful it will 
no longer be possible to hope to increase the numbers of mentally 
disordered offenders diverted. 



2 
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The local strategy chosen to meet these objectives will depend in 
part on local needs and circumstances. A local assessment of needs 
for mentally disordered offenders and others requiring similar 
services will shortly be carried out by Regional Health Authorities at 
the request of the Department of Health. This follows Ministerial 
decisions on the initial recommendations the review. This will help 
to pinpoint the need for local development of their strategies to meet 
shortfalls in provision. Local strategies will include having in 

place access to a full range of services for mentally disordered 

/ 

offenders (mainly in mainstream general psychiatric services), as well 
as improving collaboration between the agencies involved, and 
developing multi-agency systems at both strategic and working level. 
The role of the Regional Forensic Adviser proposed by the review will 
be vital in developing these services. Assessment of need will have 
to continue on a regular, annual basis and is an iterative, 
developmental process which will allow local targets to be set. Some 
information will be collected routinely but other information will 
only need collecting on the basis of ad hoc studies. The information 
requirements will need careful consideration. Progress can then be 
monitored against the agreed targets and the resulting information 
used in setting new targets and developing policies more generally. 



Guiding Principles 

■ ■ m* i — .i.i—i -n i i 

6. When considering local strategic development, planners and 
managers will need to incorporate the five guiding principles set out 
by the review in the recently published Advisory Reports . W)(2){3)(4) 

These have been endorsed by Ministers and are that patients should be 
cared for: - by high quality services which take proper account of 

their individual needs; 

- as far as possible, in the community rather than in 
institutional settings; 

- under conditions of no greater security than is justified by 
the degree of danger they present to themselves or others; 

- in such a way as to maximise rehabilitation, and their chances 
of sustaining an independent life; 

- as near as possible to their own homes or families , if they 
have them. 
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Points in the system 

7. There are a number of options for a mentally disordered offender 
following initial identification by the police in the community or at 
various points in the criminal justice system thereafter. These 
points are useful when considering where in the system multiagency 
performance could usefully be examined. Clearly the system needs to 
take into account the objective of reducing the possibility of ever 
becoming a mentally disordered offender (outlined at 4i). The system 
is summarized diagramatically at Figure 1. 

8. This suggests six points at which performance for diverting and 
managing this group might usefully be examined within the system: 

A) - early identification and treatment of mental disorder 

B) - falling out of the care programme 

C) - at arirest 

D) - at police station 

E) - at court 

F) - at prison 

9 * Each of these six points can be usefully linked to one of the six 
objectives outlined at para 4. A grid can then be set out which links 
the objective at each point to the service objectives and service 
structures required, to the service inputs and outputs, and to the 
service outcomes and health outcomes. See Figure 2. 

The grid enables a number of possible structural, process and outcome 
indicators to be derived from the local objectives for the service. 
Many of these are unrefined and need further work, particularly the 
outcome indicators. It is likely that others can be suggested which 
may be of more direct practical use and will become apparent during 
the pilot phase [see para 14]. 

Individual and Multiagency use of performance measures 
10. A number of agencies are developing performance measures, each 
for their own use, eg i) DBAs, for NHS use [see also Appendix 1 for 
suggested health and social services indicators]. Although these are 
essential for the service in question, there will be a number which 
need to be considered jointly with other agencies. Most of the points 

4 
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and objectives outlined in Figures 1 and 2 relate to areas where 
several agencies are involved* In order for the overall system to be 
effectively monitored, there ought to be oversight by the local 
multiagency groups proposed by the review. There should also be close 
links between these groups and the area committees to be established 
for the criminal justice system following the Woolf Report . (7) 

+ We therefore recommend that as well as individual agencies 
considering their own measures, a. local multiagency group needs.. _to 
monitor performance collectively at points in the system which reflect 
multiagency activity . [Some information will need to be fed in 
nationally for a minimum data set. ] 

Types of measurement 

11. The first set of Advisory Group Reports (1>(2)(3)(4) have made a 
number of wide-ranging recommendations which have major implications 
for service expansion. In order to monitor this locally, it will be 
necessary to collect structural and input indicators {5|{6) to plot 
progress against the locally agreed targets for secure bed numbers and 
manpower expansion following local assessment of needs. See Figure 2. 

12 . Process indicators or service outputs are important in 
determining the flow (or number of people) between two points in the 
system - but the complexity of the system is such that in order to be 
able to interpret them reliably, knowledge of flows in the system as a 
whole is required. Some of these indicators are currently collected, 
eg number of MDOs transferred under S37 MHA 1983 from prison to 
hospital. Targets for length of time in custody prior to assessment 
by a psychiatrist, and length of time prior to transfer to hospital 
post-assessment are important indicators which have been recommended 
by the Prison Advisory Group (1> [See Figure 2] Other flows which need 
to be considered linked to Figure 2 and specific to the health and 
social services are those between Special Hospitals, RSUs and local 
psychiatric facilities. [See Appendix 1] 

13. Service outcomes are important. That is, for example the 
proportion or percentage of the total prison population currently 

5 
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identified as being mentally disordered, and the proportion or 
percentage missed, by multiagency diversionary activity at the prison. 
The service outcome of such activity could be monitored by spot audits 
or snapshots of samples of the particular population. For example, we 
would wish to see fewer mentally disordered offenders in prison and 
monitoring in the way suggested above could be linked to performance 
targets to reduce the number of such people inappropriately situated 
in prison. Health and social services could consider similar 
indicators for patients inappropriately placed in Special Hospitals, 
RSUs and local psychiatric facilities. Another useful area would be 
to monitor care programmes locally by carrying out spot audits on 
those discharged from hospital to the community and identifying those 
who relapse or reoffend. 

Health outcomes 

14 . Other indicators are required in order to determine health gain 
in the population. The multiagency activity at the points in the 
system in Figure 1 should result in an increase in health and social 
functioning. Multi-axial [physical, psychological, social, 
personality etc.] assessments are currently being developed for use in 
general psychiatry and these might usefully be applied to MDOs; that 
is to include them as part of the overall psychiatric population but 
in addition consider characteristics which are specific to them, eg 
reoffending. A number of recommendations follow from the above 
paragraphs, bearing in mind that a number of performance measures have 
been identified in Figure 2 as has the need to develop other measures, 
particularly those relating to outcome. 

+ We recommend that one or more pilot schemes in particular parts of 
the country are established to develop refine and add to the 
indicators in Figure 2 and that this should commence as soon as 
possible. Their findings may have implications for the information 
systems currently being developed in the NHS and elsewhere. 

+ Further work is required to develop methods for carrying out spot 
audits in the settings described in Figure 1 . 
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+ Care Programme arrangements should be monitored locally, with 
particular regard in this context to MDOs who are discharged from 
hospit al . 

+ The multi-axial assessment system being developed for general 
psychiatry should be applied to MDOs , 

m .■■■'■ 1 — I Wfl '*' 11111 I — . —■Mn i . i.i r la i — a w — — — ■ — 

+ There is a need to consider central collection of statistics 
and possible future work in this area . 
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APPENDIX 1 



SUGGESTED IBDICATORS RELATING TO hpst. to 
AMD SOCIAL SERVICES ~ ~ 



1 . 



2 . 



v. ^ 1 4-i, ,i * *» • r . Bn th ,0 components of the 

health and social services for mentally disordered offenders and 
others requiring similar services and the criminal justice 
system. There are six points at which we can produce indicators 
of the result of transferring people from one service/system to 
another, A, B, C, D, E and F and these are usefully linked to the 
six objectives outlined in the grid at Figure 4 



As with multiagency activity, the grid links the objective at 
each point to service objectives, service structures, service 
inputs and outputs, and to the service outcomes and health 
outcomes. Again, the measures are unrefined and will benefit 
from piloting, when more practical examples may become apparent. 



3 . 



o!!!i US 5 K f f ^indicators could be coordinated by local groups, 
chaired by the Regional Forensic Adviser with close links to 
those working on multiagency indicators. 
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A FRAMEWORK FOR IDENTIFYING SUITABLE AREAS FOR PERFORMANCE MEASUREMENT 
FIG 1 
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[After a grid for schizophrenia by Dr Suan Qoh] 



FIG 2 DRAFT 



MENTALLY DISORDERED OFFENDERS:- PREVENTION AND DIVERSION 



Local Objective 


Service Objective 


Service Unit 


Service Input 


Service Output 


Service Outcome 


Health and Social 
Outcome 


To reduce the risk of 
offending by a 
mentally disordered 
person by early 
identification and 
treatment of mental 
disorder with assertive 
monitoring. 


Identify early signs of 
mental disorder as 
soon as possible. 
Monitor via care 
programme. 


GPs, social worker, 
CPNs, Mental Health 
Unit, other key 
worker, forensic 
psychiatrist, 
psychiatrist , access 
to SRICU, RSU, SH. 
Voluntary agencies. 


Identify those at risk. 
Educate the patient 
and his carers. Treat 
Monitor (care 
programme) 
Manpower, education, 
research, training. 


- Numbers identified 

- Numbers treated 

- Numbers monitored. 


% correctly identified 
(% missed) 

% appropriately 
monitored 

% who fall out of care 
(care programme). 


- Reduce incidence 
and prevalence of 
offending amongst 
mentally disordered. 


To inorease the 
proportion of mentally 
disordered offenders 
diverted to health and 
social services care 
before entry into CJS 
pre-arrest or arrest 


Identify MDO and 
divert to hospital or 
community. 


police 

psychiatrist (Gen, 
For/C&A/LD) 
mental health unit 
SRICU, RSU, SH 
social worker 
duty solicitor 
community 
placements (hostel 
etc) housing dept 
voluntary agencies. 


Identify those at risk. 
Close links between 
police & psychiatrists 
& other agencies. 
Manpower, training. 
Local SI 36 policy & 
24 hr duty rotas for 
psychs, SI 2 doctors 
system. Care 
programme. 


- Numbers identified 

- Numbers diverted: 

informally 
under S2, S3, S4 
SI 36. 


% correctly identified 
(% missed) 

% diverted effectively 
(measure with suitable 
scale?) 


- Reduce numbers of 
suicides in prison 

- Reduced risk of 
prolonging episode of 
illness by maximising 
opportunity for early 
intervention. 

- reduced risk to the 
public of harm. 


To increase the 
poportion of mentally 
disordered offenders 
diverted to health and 
social services care 
before entry into the 
CJS from the police 
cells. 


Identify MDO and 
divert to hospital or 
community. 


police, duty solicitor, 
probation, psychiatrist 
(as above) social 
worker, voluntary 
agencies, CPS 
mental health unit, 
SRICU, RSU, SH 
community 
placements (hostel 
etc) housing dept 
Transport to hospital. 


Identify MDOs at risk. 
Care programme. 
Manpower, training, 
education. Multi- 
agency working. 

Local Si 36 policy, 24 
hr duty rota for 
psychs. SI 2 system 
for doctors. 


- Numbers identified 

- Numbers diverted: 

informally 
under S2, S3, S4 
SI 36. 


% correctly identified 
%correctly diverted 
(effectiveness of 
diversion - measure 
with suitable scale. 
One factor would be 
time) 


- Reduce 
homelessness 

- Reduce numbers of 
suicides in prison 

- Reduce risk to the 
public of harm 

- Reduce prevalence 
of mental disorder in 
the prison popn. 

- Decrease numbers 
of MDOs in police 
cells. 
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Fig 2 continued 




Figure 3 

Health and Social Services 




Printed image digitised by the University of Southampton Library Digitisation Unit 



[After a grid for schizophrenia by Dr Suan GohJ 



DRAFT 



FIG 4 Mentally Disordered Offenders. Provision and use of health and social services 



MENTALLY DISORDERED OFFENDERS:- PREVENTION AND DIVERSION 



1 

Local Objective 


Service Objective 


Service Unit 


Service Input 


Service Output 


Service Outcome 


Health and Social 
Outcome 


To reduce the risk of 
offending by a 
mentally disordered 
1 person by early 
| identification and 
appropriate treatment 


■ 




SEE FIGURE 2 


IN MAIN BODY OF 


PAPER 




To effectively place 


To have in place 


hostels/day. 


participate in 


- Numbers of hostel 


% effectively placed 


- Reduce numbers of 


mentally disordered 


effective range of 


care/outpatients 


multiagency 


placements, day care, 


(measure with suitable 


suicides in prison 


offenders and those 


community services in 


GP/community 


diversionary activity 


outpatients, other 


scale) wrthin agreed 


- Reduce 


requiring similar 


which to place this 


psychiatric 


and working, take 


placements against 


time limit. 


homelessness 


services in the 


client group. 


nuree/community 


referrals, treat and 


agreed targets. 


% referred who did 


Reduce prevalence of 


community 




psychiatric team/SW 


rehabilitate, care 


- Numbers of 


not receive effective 


mentai disorder in 


[Point B on 
diagram 3] 


j • i 

i 

i 

— 


Links with SH, RSU, 
SRiCU, DGH unit, 
court, police, prison, 
probation, local 
authorities/sheltered 
housing. 


programme, SI 36 
policy, SI 2 rota, 
manpower, training 
and education 
policies, research, 
discontinuances. 


individuals placed 

- Numbers in care 
programme or 
receiving psychiatric 
care as condition of 
probation. 

- Numbers on 
guardianship order. 


placement 


prison population and 
in police ceils. 

- increase health and 
social functioning. 


■ 

To effectively place 


To have in piace or 


Access to inpatient 


Participate in 


- Nos. of MDOs 


% effectively placed 


- improve quality of 


mentally disordered 


have access to 


beds/outpatients for 


multiagency 


admitted on S35, 36, 


within agreed time 


life of patients by 


offenders and those 


effective range of 


client group. Links 


diversionary activity. 


37, 48, 47. 


limit (measured by 


reducing time on 


requiring similar 


general psychiatric 


with SH, RSU, SRICU, 


Take referrals, treat 


- Nos. treated 


waiting list against 


waiting list. 


services in district 


services in which to 


community. General 


and rehabilitate, care 


- Nos. sent on leave. 


targets,) from SH, 


- Reduce numbers of 


general psychiatric 


piace this client 


psychiatrist (also 


programme, SI 36 


- Nos. difficult to 


RSU, SRICU and 


suicides in prison 


services 


group. 


C&A/LDs) nurses, 


policy, SI 2 rota 


manage patients on 


community, prison, 


- Reduce prevalence 


[Point C on 




SW/psychoiogist/ 


Training programme 


S2, S3, MHA 1983. 


police cell & courts. 


of mentai disorder in 


diagram 3] 




therapist. Links with 

probation/poiice/courts 

/prison. 


for all groups to 
develop special skills 
for caring for client 
group. Manpower, 
research. 


Nos. court reports. 
Numbers of beds/OP 
against agreed 
targets. 

— 


% not effectively 
placed. 


prison population. 

- Increase health and 
social functioning 
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Local Objective 


Service Objective 


Service Unit 


Service Input 


Service Output 


Service Outcome 


Health and Social 
Outcome 


■ To effectively place 
1 mentally disordered 
! offenders and those 
j requiring similar 
! services in sub- 
regional intensive care 
unit [SRICU] 

[Point D on diagram 
3] 

i 

i 

j 


To have in place or 
have access to 
effective range of 
SRICU services in 
which to place this 
client group. 


Nos. of SRICU beds 
(G.Psych/C&A/LDs & 
other special needs). 
Links with SH, RSU, 
DGH 

Unit/communrty/police/ 
probation/courts/ 
prison. Gen 
psych/for. psych./ 
nurses/SW/psychology 
therapist. Access to 
specialist OPs eg sex 
offenders. 


Participate in 
multiagency 
diversionary activity 
eg court psychiatrist 
scheme. Take 
referrals, treat and 
rehabilitate. 

Care programme, 

SI 36 policy, SI 2 
Rota, manpower, 
training for managing 
this client group. 
Research Education. 


Numbers of SRICU 
beds (gen ad. psych./ 
C&A/LDs etc) against 
targets. Numbers of 
personnel against 
agreed targets. Nos. 
patients admitted on 
S35, S36, S37, S48, 
S47, S2, S3. Nos. 
court reports. 


% effectively placed 
within agreed time 
limits (measured by 
wafting list against 
targets) from SH, 
RSU, DGH units, 
community police 
probation, courts. 

% not effectively 
placed. 


- Improve quality of 
life of patients by 
reducing waiting list 
time. 

- Reduce numbers of 
suicides in prison. 

- Reduce prevalence 
of mental disorder in 
prison population. 

- Increase health and 
social functioning. 


i 

i 

j To effectively place 
| mentally disordered 
offenders and those 
i requiring similar 
j services in medium 

j security [Point E on 

: diagram 3] 

i 

i 


To have in place or 
have access to 
effective range of RSU 
(medium secure) 
services in which to 
place this client 
group. 


Nos, of medium 
secure beds [mental 
illness/LDs/adolescent 
and other special 
needs] links with 
SH/SRICU/DGH, 
community/ 
police/probation/ 
courts prison. 

Forensic psych/Reg 
Forensic adviser. 
Nurses/SW/ 
psychology etc. 
Special needs 
outpatients etc. 


Participation in 
multiagency 
diversionary activity 
eg court psych 
scheme/take referrals, 
treat and rehabilitate. 
Care programme, 

SI 36 policy, SI 2 rota, 
Advice to subregional 
services, manpower, 
training and education 
to subregional 
services, research. 


- Numbers of medium 
secure beds against 
agreed targets 
Numbers admitted on 
S35, S36, 37, 38, 48, 
47. Numbers sent on 
leave. Numbers 
difficult to manage 
pts. on S2, S3. 
Numbers court 
reports. 


% effectively placed 
within agreed time 
limits (measured by 
waiting list against 
targets) from SH, 
SRICU, DGH unit, 
community, police, 
probation, courts. 

% not effectively 
placed. 


Ditto 


i 

! To effectively place 
! mentally disordered 
i offenders and those 
requiring similar 
I services in Special 
Hospitals [Point F on 
j diagram 3], 
i 
1 

i 


To have in place or 
have access to 
effective range of SH 
(maximum security) 
services in which to 
place this client 
group. 

i 

1 

i 

I 


Nos. of SH beds 
(mental 

illness/LDs/personality 
disorder/adoiescent/ 
special needs) Links 
with RSU, SRICU, 
DHG/community/ 
police/probation/courts 

/prison. Forensic 

psychs/nurses/SW/ 
psychology etc. 

1 


Participate in 
multiagency 
diversionary activity/ 
take referrals, treat 
and rehabilitate, 
Advice to RSUs. 
Manpower, training 
and education. 
Research. 

I 


- Numbers of 
maximum secure beds 
against agreed 
targets. - Numbers 
admitted on S35, S36, 
37, 38, 48, 47. 
Numbers treated. 
Numbers difficult to 
manage. Numbers 
court reports. 


% effectively placed 
within agreed time 
limits (measured by 
waiting list against 
targets) from RSU, 
SRICU, DGH units, 
community, police, 
probation, courts. 

% not effectively 
placed. 


Ditto 
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Annex G 



RECOMMENDATIONS RELATING TO THE LEVEL OF RESOURCES NEEDED IN THE 
COMMUNITY . 



Key: C=Community Advisory Group 
H=Hospital Advisory Group 
P=Prison Advisory Group 

C2.10 We recommend that there should be effective local 

agreements between the police and health, social and probation 
services as to flexible arrangements for the urgent assessment 
of people who appear to be mentally disordered. These should 
include a policy on the use of section 136 of the Mental Health 
Act 1983 The adequacy of existing agreements should be reviewed. 

C2 . 1 2 We recommend that the local agreements described at 

paragraph 2.10 should seek to ensure that, wherever possible, 
mentally disordered people can receive supportive care without 
first being taken to a police station as a place of safety. 

C2.16 We recommend that, wherever possible, the probation service 
should be involved before a mentally disordered person has been 
charged with an offence. 

C2.22 We recommend that specialised bail hostels should be 

developed for some mentally disordered offenders who might 
otherwise have to be remanded unnecessarily in custody. These 
hostels would need to develop links with other services” to which 
bailees may require access. 

C2 . 23 We recommend that there should be an accelerated 

expansion of bail information schemes. 

C2.25 We recommend that there should be an extension in the 

use of "public interest" case assessment. 

C2 . 27 pre-court assessments should take account of a mentally 

disordered person's fitness to plead and ability to cope with a 
court appearance. Advice should also be offered to the court on 
suitable disposals. 

C3.8 We recommend that service provision should be tailored to 
the individual needs of patients and related to the availability 
and efficient use of resources. 

C3.12 We recommend that there should be active links between 

community services and those provided in hospitals ( including 
Special Hospitals) and prisons, and steps taken as part of this 
process to help smooth the transfer of in-patients and prisoners 

to community care. 
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C3 . 1 5 We recommend that the "care programme" approach applies 
not only to patients discharged from hospitals, but also to those 
leaving prison or referred to the specialised psychiatric 
services from elsewhere in the criminal justice system. This 
needs to be publicised better among the agencies concerned, as 
does the potential contribution of these agencies to the success 
of care programmes . 

C3 . 1 9 We recommend that the possible use of probation orders 
with a condition of psychiatric treatment should be considered 
more frequently. 

C3.36 We recommend that there should be core teams of 
professional staff responsible for ensuring that mentally 
disordered offenders in a particular area are properly assessed 
and receive (mostly through general mental illness teams) the 
continuing care and treatment they need in the right kind of 
setting. The operation of an individual care programme is likely 
to be enhanced by the appointment of a care coordinator from 
within the core team or the general mental illness team. 

C3.44 We recommend that informal carers should, wherever 
practicable, be regarded as part of the team responsible for a 
patient and their own needs taken into account. 

C4.10 We recommend that there should be local multi-agency 
assessments of need for community services for mentally 
disordered offenders. Service provision thereafter should reflect 
continuing needs assessment and evaluation. 

C4.13 We recommend that a range of indicators should be 
developed to measure the quality and effectiveness of care 
provided for mentally disordered offenders. 

H4.11 We recommend that each health authority (probably 
through arrangements at regional or supra-district level) should 
be responsible for the development and operation of the NHS 
contribution to screening, assessment and diversion schemes in 
courts, police stations and prisons within its catchment area 
regardless of where the individuals requiring assessment are 
considered to reside. This must include a responsibility to 
ensure that patients are admitted for assessment and/or treatment 
as soon as is clinically required. 

H4.13 We recommend that the financial implications of 
recommendation 4.11 should be considered by the Finance Advisory 
Group . 

H7 . 5 We recommend that the number of professional staff with 
training in forensic psychiatry should be increased to take 
account of our recommendations and those of the other advisory 
groups; that work to identify the scale of the increase is 
initiated as soon as possible; and that planning by the 
Department of Health and the Home Office takes into account the 
financial and other implications of our recommendations 

P3.5 We recommend the extension of bail information schemes to 
all probation areas . 
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F5»J6 _ . We recommend that discharge planning should involve the 
specialist mental health care team and others (such as the 
housing, education, employment and social security services) who 
will be responsible for providing services for a former prisoner 
in the community or in hospital. Wherever possible, prisoners and 
their families should be involved in the planning process . 
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ANNEX H 



Resources required as a percentage of preventable admissions. 





All 

admissions 
in normal 
working 
hours 


All 

admissions 
’out of 
hours’ 


Section 4 
admissions 
in normal 
working 
hours 


Section 4 
admissions 
'out of 
hours’ 


Voluntary | 
admissions 
in normal 
working 
hours 


Voluntary 
admissions 
'out of 
hours" 


Fam i 1 y /ne i ghbour 
support 


35.9 


40.9 


34.6 


32.5 


36.2 


41 .9 


Social work 


34.3 


29.2 ; 


33.8 


28.0 


36.6 


31.3 : 


GP 


31 .0 


30.9 


34.6 


27.4 


31 .2 


30.8 


Day centre 


14.0 


12.2 


15.0 


12.7 


16.7 


11.5 


Day hospital 


16.7 


13.7 


13.5 


9.6 


14.2 


14.1 


Domiciliary 

services 


11.4 


8.0 


13.5 


8.3 


12.1 


4.8 


Alternative 

residential 

accommodation 


34.0 


33.2 


32.3 


24.8 


38.7 


46.7 


Psychiatric out- 
patients 


26.3 


28.5 


32.3 


26.8 


22.8 


27.8 


Community 

psychiatric 

nurse 


28.0 


21 .7 


31 .6 


24.2 


23.2 


20.7 


Crisis- 

intervention 

team 


21 .4 


26.3 


33.8 


30.6 


18.4 


24.7 


1 Voluntary 
agencies 


4.5 


5.1 


7.5 


4.5 


6.5 


8.4 


Other 


7.9 


6.9 


7.5 


7.6 


7.3 


7.9 


Number of 
| patients: 


1,589 


650 


133 


157 


478 


227 1 



This was based on a figure of 28.5% of the sample, or 7,850 



patients who, in the opinion of the Approved Social Worker could 
have been kept out of hospital if suitable resources had been 
available. 



■ 

I 

I 

! 






: 
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ANNEX 1 



ADVISORY GROUP RECOMMENDATIONS FOR COURT DIVERSION SCHEMES 5 

C2.19 wherever possible, a mentally disordered person 
should be assessed by a qualified psychiatrist who is able, 
where necessary, to provide medical reports for the Crown 
Prosecution Service and the court and to arrange admission 
to hospital if this is required in the interests of the 
person's mental health. 

C2.27 pre-court assessments should take account of a 
mentally disordered person's fitness to plead and ability 
to cope with a court appearance. Advice should also be 
offered to the court on suitable disposals. 

C2.32 We recommend that there should be nationwide 
provision of court psychiatrist or similar schemes for 
assessment and diversion of mentally disordered offenders. 
These should be based on a clear local understanding as to 
the contribution of each agency and where the lead 
responsibility lies. The finance advisory group should 
consider the funding arrangements for such schemes and 
(together with the staffing and training group) the 
resource implications for health and social services. 

H4.11 We recommend that each health authority (probably 
through arrangements at regional or supra-district level) 
should be responsible for the development and operation of 
the NHS contribution to screening, assessment and diversion 
schemes in courts, police stations and prisons within its 
catchment area regardless of where the individuals 
requiring assessment are considered to reside. This must 
include a responsibility to ensure that patients are 
admitted for assessment and/or treatment as soon as is 
clinically required. 

P3.4 We recommend that prison medical staff and probation 



5 . Advisory group abbreviations: C=Community, H=Hospital, 
P=Prison 
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officers should be made more aware of the options for 
diversion to the care of health and social services in the 
community and the need to identify those who might benefit 
from them to the courts at the earliest possible 
opportunity * 
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ANNEX J 



ADVISORY GROUP 
PROVISION 



RECOM 



SfDATIONS ABOUT MEDIUM 



SECURE 



HOSPITAL 



H5.25 We recommend that adequate funding should be provided 
to support the urgent implementation of current plans for 
additional medium secure places, pending the adoption of the new 
targets we recommend in paragraph 5,36 below. 

H5.29 We recommend that the needs of all patients who require 
treatment in conditions of medium security should be considered 
as part of the medium secure programme. This may include discrete 
units or units integrated with general psychiatric provision 
where this is clinically required. Furthermore , existing secure 
provision for those with special needs should be protected, at 
least until there is an alternative way of meeting such needs. 

H5.33 We consider that medium secure facilities should be 
available for those patients who require them, irrespective of 
the length of stay they require. 

H5.36 We recommend that the number of medium secure places 
should be increased. In the light of recommendation at paragraph 
5.29 and from information already available, at least 1,500 
medium secure places will be required nationally. Revised 
regional targets should be established during the course of this 
review, once the results of urgent needs assessment are known, 
and kept under review in the light of subsequent assessments. 
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To: Regional General Managers 

District General Managers 
SHA General Managers, 



/ihi-v'gx' K 




Copy.FHSA General Managers 



NHS Trust Chief Executives 
Directors of Social Services 



Dear Colleague, 



£L(92)S 
5 February 1992 



Department of Health 
Richmond House 
79 Whitehall 
London SW1 A 2NS 
Telephone 071-210 3000 



Services for mentally disordered offenders and patients with similar needs. 

1. Ministers have announced that EL(90)190 is being extended to 31 March 1993. This is to ensure 
a stable base from which to develop services for mentally disordered offenders and patients with 
similar needs following the current DH/Home Office reviewj 

2. As a minimum, services for which you are responsible must be able to respond to patient needs 
at least as effectively as before 1 April 1991. This includes services for patients with "special needs* 
such as mentally disordered adolescents and those with learning disabilities or personality 
disorders. Will ROMs please make sure in particular that regional secure units and associated 
services are maintained at least at their 1990-1991 levels. They should also ensure that DHA 
contracts for mental health services include provision to admit special hospital patients who no 
longer need maximum security to local facilities as soon as possible. 

3- The review Steering Committee's initial reports emphasise the importance of joint working 
between the NHS, local authorities and other agencies to assess mentally disordered offenders and 
divert those who need specialised care from police stations, courts and prisons. This is already 
established policy and advice about it was given in EL(90)1 68, covering Home Office Circular 66/90. 
Will ail health authorities please ensure that they have adequate liaison arrangements in this field 
and that the necessarv facilities are available locally for patients admitted in this way. RHAs need to 
make sure that there is adequate cover for the region as a whoie, given the range of agencies 
involved and the sometimes complex relationship between their boundanes. 

4. In the light of the Steering Committee's reports Ministers have now announced a large increase 
in the capital allocation for regional secure units in 1992-93. (see Press notice H92/38 of 27 January 
1992). The longer term arrangements for funding services for mentally disordered offenders in the 
wider context of the new NHS management and financial structures are being considered by a 
finance advisory group formed as part of the review. This includes the funding of services with a 
supra -regional catchment. 

5. The text of EL(90)190 is enclosed at Annex A; a copy of the Parliamentary written answer is at 
Annex B. Enquiries about this letter should be addressed to Ms C A Miller, Area 113 Wellington 
House, 133-155 Waterloo Road, London SE1 8UG, Tel: 071-972-4507. 

Vnnrc c i nrerolv 



groups circulated to ROMs, DGMs and others in November 1991 under cover of a letter from Mr I Jewesbury. 
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Andrew Foster — 

Deputy Chief Executive 

This letter will be cancelled on 31 March 1993. 



^ Review of Health and Social Services for Mentally Disordered Offenders: overview and reports from advisory 



£L(92)€ Mnmn A 



Text of EL(90)19C issued on 2S September 1990 

Sendees for mentally disordered offenders and difficult to manage 
patients 

1. ^ Ministers have already mack it dear that they expect existing services and patient flows to be 
safeguarded in the move into the new service f am 1 April 1991. representations have been received 
from the Horne Office, and from legal and other interests, about the need to pay especial attention 
to those services provided for mentally disordered offenders and difficult to manage patients. It is 
important that these services, and in particular the Regional Secure Units QRSUs) and associated 
forensic psychiatric services, maintain tire capacity to respond at lent as effectively post April 1991 
as during tire preceding period to tire needs of those irrentally disordered offenders/patfents who 
require NHS in patient treatment 

2 Apart from provision in the Special Hospitals (1,750 places) the NHS provides about 650 places 
in RSUs and a further number of places offering lesser security in locally based facilities as well as 
the normal range of district psychiatric services. A significant proportion of patients in RSUs are 
admitted following a Court Order under tire Mental Health Act or on transfer from prison or a 
Special Hospital or on the authority of the Home Secretary. Most of these are treated in facilities 
outside their district of residence. Predicting demand is therefore difficult, and requires Regional 
oversight of purchaser intentions to ensure that services will continue to be available as needed. 

3. A number of Regions are continuing regional funding arrangements for RSUs and associated 
services. Where they are not, RGMs will need to ensure that tire contractual arrangements and extra 
contractual provision made by DHAs will enable provider units to maintain services at feast at the 
current levels so that their capacity to meet referrals from the prisons, courts and special hospitals 
and the needs of other difficult to manage patient- is fully sustained. All purchasing DHAs should 
have arrangement to cover patients requiring conditions of medium security for reasons of public 
safety. 

4 Enquiries about this letter should be addressed to Mr R Freeman, Priority Health Services 
Division, Room 8919, Alexander Fleming House, Elephant and Castle, London SE1 6BY. 
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Annex B 



Wednesday 13 November 1991 
Written Answer 



PQ 254/1991/92 
Han Ref; Vol 
Col 



DH/Home Office review: Mentality disordered offenders 



135 Mr James Paice (C. South East Cambridgeshire): 

To ask the Secretary of State for Health, if he will make a statement on the joint Department of 
Health and Home Office review of health and social services for mentally disordered offenders. 



Mr Dorrell 

I announced the establishment of the joint review in my reply on 19 December 1990 to my hon 
Friend the Member for Bury North, at c.244-5. A Steering Committee was appointed under the 
chairmanship of Dr John Reed (Senior Principal Medical Officer, Department of Health). It met 
first on 31 January 1991 and i am pleased to report that it has made substantial progress. 

We are today publishing four consultation documents submitted by the Steering Committee. Copr 
are available in the Library. These are the reports of three advisory groups chat have been 
examining services provided in the community, in hospitals and in prisons, and an overview by the 

Steering Group itself. We are issuing them to a wide range of interested bodies with an invitation to 
comment by 31 January 1992. 



Between them, the advisory groups have made 87 recommendations aimed at improving the 
delivery and coordination of care and treatment for mentally disordered offenders. They provide 
advice on the level and range of health and social services provision that may be needed, as well as 
the mechanisms required to identify and assess the needs of those who should be diverted from the 
criminal justice system to more suitable settings. A number of recommendations for the mental 
health care of prisoners are consistent with proposals in the White Paper on the prison service, 

Custody, Cam and Justice (Cm 1647), and the current consultation paper on contracting for prison 
health services. 

The Steering Committee has set up three further advisory groups which are now beginning work. 
These are concerned with finance, staffing and training, and research issues. They are due to report 

m e s P r “ 1 8 next year. Work is also being undertaken on performance measurement and quality 
control, and services for patients with special needs. 
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Tl« present reports reinforce the Government's policy that mentally disordered offenders who need 
care and treatment should receive it from the health and personal social services rather than being 
dealt with in the criminal justice system. They propose also a set of guiding principles for future 
service provision which we endorse. These are that patients should be cared for: 



with regard to the quality of care and proper attention to the needs of individuals; 

as far as possible, in the community, rather than in institutional settings; 

under conditions of no greater security than is justified by the degree of danger they present to 
themselves or others; 

in such a way as to maximise their rehabilitation and chances of sustaining an independent life; 
as near as possible to their own homes or families, if they have them. 

I have already indicated that we do not want necessary action to be delayed merely because the 
review is in progress. We are considering the present recommendations to identify those which 
could be implemented at an early date. The Steering Committee have proposed an initial action 
plan whose main elements are: 

the improvement of inter-agency arrangements for joint working at both planning and operational 
level; 

level assessments of service need, including assessments in each NHS Region before the end of the 
review of needs for local and medium secure hospital provision; 

the continued protection of existing NHS services mentally disordered offenders, including those 
for people with certain special needs, pending consideration by the review of arrangements for 
purchasing services; 

to build on the positive response of agencies in the health, social and criminal justices to Home 
Office Circular 66/90 and to the review itself, and to review good practice guidance in the light of 
the advisory group reports. 

We endorse the direction set by these proposals and will be taking action to follow them up so far as 
it lies within our direct responsibility. Final decisions will need to take account of the further work 
initiated by the Steering Committee and of responses to the present consultation exercise. 

My right hon and hon Friends and 1 are committed to maintaining the close cooperation which has 
developed between our Departments through the review. We are very grateful to Dr Reed and his 
colleagues, and others who have contributed to the advisory groups, for their work so far. 

Existing NHS services for mentally disordered offenders are subject to NHS Management Executive 
Letter (90) 190 which directs health authorities to maintain at least the present level of service until 
December 1991. This guidance is being extended until March 1993 in order to ensure that future 
planning of these services takes place against a reasonably stable background. 
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NATIONAL HEALTH SERVICE ACT 1 977 

DIRECTIONS TO AUTHORITIES IN RELATION TO THE EXERCISE OF FUNCTIONS 



The Secretary of State for Health, in exercise of power® 
conferred by ©actions 13 and 14 (2) of the National t&ith 
Service Act 1977(a), hereby direct* as follows * 

1. These Directions shall come into force on let April 1991. 

2. -(1) In these Direction# - 

"AIDS" means Acquired Immune Deficiency Syndrea ; 

"the Functions Regulations" means The National Health Service 
Functions (Direction® to Authorities and Admin! strati on 
Arrangements ) Regulations 1991(b)? 

"HIV" means Susan IiEaunodef iciency Virus; 

« in-patient " kiqi a patient who has b*-en admitted to hospital 
and who spends at least one night in hospital; 

"out-patient" means a patient attending a hospital or clinic 
other than a* an in-patient. 



(a) 1977 c. 49. (b) S.I. 1991/554 

1 
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{2} Word® and expressions in these Direction® shall have 
th« ri;« meanings as ia the Functions Regulations* 



3* Notwithstanding regulation 2(5) of the Functions 
Regulations (definition of "usually resident"), lor the 
purposes of determining where a person i® usually resident for 
the purpose of regulations 3(1) (a) (i), 5(1) (a) (i) and 
7 ( 1 ) ( & ) ( i ) of the Functions Regulations - 



(a) a parson who is detained in custody pending trial or 
pending sentence upon conviction or under a sentence 
imposed by a court (other than a person whose 
detention is under the provisions of the Mental 
Health Act 1983 ) shall be traated as usually 
resident either - 



(i) at the address where he was usually resident 
immediately before the commencement of hi® detention 
("his previous address") or, 

(ii) If his previoue address cannot be determined, 
in the region or district in which h® committed the 
of£«ne® for which he is detained or, if he ia 
detained pending trial, the region or district where 
the offence with which he is charged was committed; 



(a) 1983 c • 83. 




2 
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(b) wh®re & person who 1® undergoing a course of 
treatment as an out-patient changes hi® address 
during that course of treatment, he shall hm treated 
as usually resident a t the address at which hm was 
usually resident when the court# of treatment began 
until - 

(i) three months after the change of address, 
or 

(ii) the lit April following the change of 
address , or 

(iii) the course of treatment is completed 
whichever is the sooner? 

(c) wh#r« a person who is undergoing a course of 
treatment as an in-patient * changes his address 
during that course of treatment, he shall hm treated 
a® usually resident at the address at which he was 
usually resident when the course of treatment began 
until he ceases to be an in-patient. 

(d) subject to sub-paragraphs (e) and (f), where a 
person who is suffering from mental illness or 
mental handicap became an in-patient before 1st 
April 1991 and has remained an in-patient until that 

date, he shall, until he ceases to be an in- 

3 
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pati«nt f be treated as usually resident either - 



(i) &t the address at which he was usually 
resident before he became an in-patient ("hi® 
previous address ") # ©r 

(ii) if hi® previous address cannot be determined , 
at the address of the hospital in which he is 
an in-patient. 

(e) where a person who is suffering from mental handicap 
b«casMs an in-patient before 1st January 1970 and has 
remained an in-patient until 1st April 1991, he 
shall b# treated as usually resident in the region 
or district in which he is present if and so long as 
hm regains an in-patient; 

(f) where a parson who is suffering from js&mtal illness 
became an in-patient before 1st January 1971 and has 
remained an in-patient until 1st April 1991, he 
shall be treated as usually resident in the region 
or district in which h# is present if and so long as 
he remains an in-patient. 

4. In addition to the services specified in regulations 
3(1) (b) (i) ©f the Function! Regulations, every Regional 
Authority shall exercise on behalf of the Secretary of State 
the function of providing or securing the provision of - 

(a) services from clinic® to which patients may refer 

4 
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themselves, whether or not they were initially 
referred by a medical practitioner; and 

ib ; feci] '• b for t@ ting for and preventing the spread 
of AIDS and HIV and for treating, counselling and 
caring for person® with AIDS or infected with IXV, 

for the benefit of all persons# present in its region 

5. Every Regional Health Authority shall secure, by a 
direction given by an instrument in writing, that each 
District Health Authority of which the district is included in 
its region shall exercise the services specified in paragraph 

# or th s Directions for the benefit of persons present in 
its district. 



Signed by authority of 
the Secretary of State 



for Health 




U rWiilvl991 



Grade 5 (Assistant Secretary) 



5 
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Chapter One 



INTRODUCTION 

1 .1 This is the report to the Steering Committee of the academic 
development advisory group. 



BACKGROUND 

1.2 Advisory groups on community, hospital and prison services 
respectively reported to the Steering Committee on 26 September 
1991. Their reports were published for consultation on 13 
November 1991. 

1.3 Three further advisory groups on staffing and training, 
finance and research issues were asked to develop the framework 
established by the earlier groups and to identify in particular 
the resource implications. Review officials have been considering 
services for a range of "special needs" groups and a small group 
has been addressing performance measurement and quality control 
issues. 

1.4 Announcing this review in November 1990, the Parliamentary 
Secretary for Health acknowledged the need to expand the academic 
and research base in forensic psychiatry. 

1.5 The academic development advisory group, drawn mainly from 
representatives from the staffing and training and research 
groups, was established in January 1992. The membership of the 
group is at Annex A. 



THE SCOPE OF THE GROUP 8 S WORK 

1.6 We met first on 8 January 1992. Our terms of reference 
were : 

* to consider the need for expansion of the academic base for 
disciplines working with mentally disordered offenders in terms 
of staffing, training, research and funding; and 

* to make recommendations to the Steering Committee. 

1 .7 The work of the group has close links with that of the other 
groups, particularly staffing and training and research. We have 
not sought to duplicate the work of those groups but we cross- 
ref er where necessary. We ourselves gave detailed consideration 
to the current training arrangements for the major disciplines, 
points which have been absorbed in the report of the staffing and 
training advisory group (see Annex B for the relevant chapter of 
that report). A summary of the research advisory group's 
recommendations is at Annex C. Our own recommendations will need 
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to be considered in conjunction with the strategic framework for 
research outlined in the latter, including the research group's 
wish to see a network of academic units integrating both clinical 
and research services. 



THE FORMAT OF THE REPORT 

1.8 We have arranged our report as follows : 

Chapter 2: the current position 

Chapter 3: some general problems and possible solutions 

Chapter 4: individual professional disciplines 

Chapter 5: the way forward 

Chapter 6: summary of recommendations 

1.9 Recommendations are highlighted as they arise in the report 
They are set out in full in Chapter 6. 
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Chapter 2 



THE CURRENT POSITION 



Introduction 

2.1 The effective development of services for mentally 
disordered offenders and similar patients must be underpinned by 
a broad academic base, with proper attention to the research, 
training and educational needs of staff. Such an approach is a 
prerequisite for improving the quality of care and raising health 
care standards generally for this group of patients. In 
considering the expansion of the academic base, a multi- 
disciplinary approach is essential. Forensic psychiatry is the 
major component on the medical side, but forensic nursing, 
psychotherapy, clinical psychology and social work are also 
considered here with reference to present levels of services. It 
is not just the health and social services responses that are 
important but also those of the criminal justice system, 
including the criminal law. It is worth noting that the legal 
academic base is well established and that some future 
developments in forensic psychiatry could benefit from closer 
working links with law and criminology departments. 

FORENSIC PSYCHIATRY 

2.2 Forensic psychiatry is both a relatively new and a small 
specialty. Although training programmes have been developed and 
the Royal College of Psychiatrists recognises the specialty as 
a separate one, the growth of NHS and Special Hospital service 
posts has significantly exceeded the development of academic 
posts in forensic psychiatry. This partly explains why forensic 
psychiatry is an under-researched area. 

Current Arrangements 

2.3 In November 1991, there were: 

7 70 ( + 3 vacanices) forensic psychiatry consultants (excluding 

consultants with a special interest) 

* 34 senior registrars in forensic psychiatry. 



2.4 In 1988, the Joint Planning Advisory Committee which sets 
levels for medical staffing, recognised that forensic psychiatry 
was a shortage specialty and that there was a clear need for 
expansion. It gave approval for 15 extra senior registrar posts 
in forensic psychiatry. 

2.5 A new target of 40 forensic psychiatric senior registrars 
overall has been set by the Joint Planning Advisory Committee to 
be achieved by March 1994 at the latest. 
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2.6 Currently, there are in England: 

* one university department of forensic psychiatry in England 
at the Institute of Psychiatry of the University of London 
including a Chair, senior lecturers and lecturers; 

* a personal Chair in forensic psychiatry at Birmingham 
University funded by the NHS; 

* a senior lecturer post in forensic psychiatry at the Institute 
of Criminology at Cambridge University; 

* four senior lecturer posts in the NHS . 

There is also a vacant Chair in Forensic Psychiatry at Edinburgh 
University. 

SPECIAL HOSPITALS 

2.7 For some time, there had been concern about the isolation 
of the special hospitals from mainstream psychiatry and the 
significant developments in NHS general management during the 
1980s. In 1989, management was transferred from the Department 
of Health to the Special Hospitals Service Authority (SHSA). The 
Government set six broad policy objectives for the SHSA. One of 
these was to promote research into forensic psychiatry and 
related conditions. Another was to promote the hospitals as 
centres of excellence for the training of staff of all 
disciplines in forensic and other branches of psychiatry. 

2.8 In an effort to combat professional isolation, academic 
links have been developed between special hospital psychology 
departments and local universities through joint appointments at 
Surrey (Broadmoor Special Hospital) and Liverpool (Ashworth 
Special Hospital). 

2*9 All 3 special hospitals have nurses involved in research 
activities and this is increasingly encouraged and there is an 
academic nursing post at Liverpool University. Similarly, some 
medium secure units encourage their nursing staff to pursue 
research interests . 

2.10 The link between Broadmoor and the Institute of Psychiatry 
of London University noted at para 2.6 has been productive both 
in establishing academic posts and training other staff. Ramp ton 
Hospital has forged training links with the Universities of 
Sheffield, Nottingham and Leicester. 
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FORENSIC PSYCHIATRIC NURSING 



2.11 As long ago as 1974, the Glancy report suggested that there 
should be a formal qualification in forensic psychiatric nursing 
but this has not happened. As noted by the staffing and training 
advisory group, there is a lack of available literature about 
this field, although there is some unpublished research. It is 
important that such work is disseminated. Two special hospitals 
run research courses for nurses and other health care workers . 
These are: 

* the Diploma in Health Care Research at Rampton 
Hospital/Sheffield City Polytechnic; 

* the English National Board 870: introduction to research at 
Ashworth Hospital. 

2.12 Formal courses in forensic nursing had been limited to 
small scale courses (eg. ENB 960 (nursing in secure environments) 
and ENB 955 (dealing with the violent or potentially violent 
individual)), until the development two years ago of competence 
course ENB 770 (nursing within in controlled environments) run 
at all three special hospitals. Reaside Clinic in Birmingham and 
St Bartholomew's Hospital. ENB 961 provides similar training for 
enrolled nurses. 



FORENSIC PSYCHIATRIC SOCIAL WORK 

2.13 The academic base for forensic psychiatric social work is 
underdeveloped. There is currently one chair in psychiatric 
social work in England, based in the Department of Psychiatry at 
Manchester University. 



FORENSIC CLINICAL PSYCHOLOGY 

2.14 The academic base for forensic clinical psychology is weak. 
In England, the only academic posts specifically linked to 
forensic clinical psychology are in London, Liverpool and 
Birmingham. There is: 

* a lecturer in the Psychology Department at the Institute of 
Psychiatry with a particular interest in forensic psychiatry; 

* two part-time lecturer posts in the Department of Clinical 
Psychology at Liverpool University medical school funded by the 
SHSA . These are held jointly with clinical posts at Ashworth. 

* a professor of forensic psychology in the Department of 
Psychology at Birmingham University where a diploma is being 
pioneered. 
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2.15 A few University Departments of Psychology have staff (some 
qualified clinical psychologists) with forensic interests. 
However, these are posts which happen to be filled by indi vidua 
interested in the field and are not specifically linked to 
forensic work. There may also be a few clinical psychoiogists w o 
work for limited periods of time (eg. on specific research- 
projects) within one of the academic psychiatric departments of 

forensic psychiatry. 

FOREHSiC PSYCHOTHERAPY 



2.16 Psychotherapy teaching, supervision and treatment needs to 
be linked with academic development. A Senior Lecturer post in 
psychotherapy in the Department of Psychiatry in Nottingham has 
been advertised. This is held jointly with Rampton and funded 

by the SHSA. 



THE PRIVATE SECTOR 

2.17 AMI Healthcare currently funds a learning disabilities 
research post at St George’s Hospital, London. 
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Cfiapter 3 

SOME GENERAL PROBLEMS AND POSSIBLE SOLUTIONS 



Introdi ic t Ion 

3.1 It will be apparent from Chapter 2 that the current academic 
base for all disciplines is inadequate. This relates not only to 
the paucity of academic centres and posts, but also to the lack 
of coordination between what does exist, the lack of multi-agency 
involvement and the difficulty in pursuing an academic career 
because of the lack of a multi-disciplinary framework. Such a 
framework could be a starting point in addressing some of these 
difficulties. 



The need for a framework 

3.2 An overall framework is a precondition for the career 
structure needed to produce senior academic staff of the required 
calibre. As an example, the career of a potential Professor of 
Forensic Psychiatry could be considered to start during the basic 
general professional training. It is at this stage that he/she 
could be encouraged to take an interest in research undertaken 
by others and to engage in individual research. Indeed this could 
apply to all trainees in psychiatry. Individuals will need the 
support, teaching and encouragement of an academic department or 
at least a mentor or tutor who has relevant expertise. This is 
true for all professions, not just psychiatry, and the following 
model could be applied generally. 

3.3 The next step, having completed general professional 
training and perhaps spent some time as a senior registrar in 
forensic psychiatry, would be to take up a post as a lecturer in 
forensic psychiatry for 3-5 years. The penultimate stage would 
be to spend a further 3-5 years as a senior lecturer before 
taking up a Chair. 

3.4 The few existing academic posts are mainly concentrated in 
London. This partly reflects historical factors, but also the 
demography of the capital, which, with its high prevalence of 
mentally disordered offenders, makes it a good research and 
training ground. The location of key bodies, such as the Royal 
Colleges and Government Departments, provides a number of readily 
available links. However, better opportunities still need to be 
created elsewhere to develop and make the best use of scarce 
talent and generally to encourage greater diversity in a small, 
though expanding, field. The distribution of existing academic 
posts will be an important factor since present expertise and 
facilities need to be built upon. Difficulties filling the vacant 
Chair at Edinburgh and the senior lecturer post at Ashworth 
suggest that creating posts in an academic or forensic vacuum 
would not be enough. To overcome these problems, there should be 
a clear policy of encouraging the development of full multi- 
disciplinary academic departments with an academic 
infrastructure. In practical terms, a specialty like forensic 
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psychiatry is likely only to sustain a small number of 
departments in the whole of the United Kingdom. 

3.5 In order to improve opportunities for research, training and 
education and to ensure that the links with general adult 
psychiatry are not neglected, a complementary approach to that 
outlined in paragraph 3.4 might be to "seed" senior academic 
posts in a number of general psychiatry academic departments. If 
posts are "seeded” in this way, they should be protected and 
adequately supported with the appropriate balance between 
academic pursuit and clinical work. 

* we RECOMMEND that there should be a multi-disciplinary 
framework for developing academic posies , drawing on all relevant 
parts of health, social services and the criminal justice system. 

* WE RECOMMEND that there should be a clear policy of 
encouraging th e development of multi— disciplinary academic 
departments with a proper infrastructure . 



LOCATION OF FUTURE ACADEMIC DEPARTMENTS IN FORENSIC 

PSYCHIATRY 

3.6 A number of factors will influence where future academic 
developments in forensic psychiatry are located. There is 
advantage in a wider geographical spread nationally (with a 
particular need for more developments in the north and west). The 
Parliamentary Secretary for Health (November 1990), while paying 
tribute to the pioneering work of the Institute of Psychiatry in 
London, expressed the hope that "we shall see before too long 
another leading academic and research centre somewhere away from 
London" (Department of Health Press Release H90/581). 

* we recommend that future academic expansion should take 
account of the need for a wider national spread . 

3.7 Centres with a proven track record in psychiatric research 
and a forensic service or close relationship with a clinical 
service, should be encouraged to develop bids for expansion. 
These should be considered alongside proposals for any new 
developments in other parts of the country. 



* WE RECOMMEND that Department of Health and the Home Office, 
in consulting professional, academic and other relevant bodies, 
give further thought to criteria for determining where future 
academic expansion should take place. 
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ACADEMIC DEVELOPMENTS IN OTHER PSYCHIATRIC SPECIALTIES 



3.8 The review has identified a number of special needs among 
mentally disordered offenders. There are, for example, important 
intellectual and professional connections between both forensic 
psychiatry and child and adolescent psychiatry and learning 
disabilities. These links should be encouraged and underpinned 
by an academic base. Joint posts are one way of achieving this. 

* WE RECOMMEND that the Department of Health and the Heme Office 
consider how to achieve academic posts which cover both forensic 
psychiatry and child and adolescent psychiatry or learning 
disabilities. Such 'posts should be part of full academic 
departmen ts . 

PRISONS 

3.9 The prison population differs significantly from the 
population as a whole in the incidence of both psychiatric and 
physical morbidity. For many diseases, these are higher. This 
has implications for the Health Care Service for Prisoners (as 
it will be called from 1 May 1992) as does the challenging 
environment in which prison doctors and allied professionals must 
practise . 

3.10 There are a number of changes currently in progress which 
have significant implications for the health care of prisoners. 
These include follow-up to the 1990 Efficiency Scrutiny of the 
Prison Medical Service, including the intention that the Health 
Care Service becomes a "purchaser" rather than a "provider" , 
contracting in health services for the prison population from the 
NHS. These issues were considered in more detail in the 
consultation document "Contracting for Prison Health Services" 
( DPMS 1991) and the report of the prison advisory group. A 
further change (announced by the Home Secretary on 1 1 March 1992) 
is that the Prison Service will become a Next Steps Agency on 1 
April 1993. 

3.11 Work is also in progress on the training of doctors , 
nurses and hospital officers working in the prison system. A 
working group of the Royal Colleges of Physicians, General 
Practitioners and Psychiatrists is currently examining the needs 
of doctors working with prisoners. The group is due to report 
during 1992. The staffing and training advisory group has been 
considering some of these issues. 



Current Academic Position and the Future 

3.12 An important factor in increasing quality of care and 
raising health care standards generally is the degree to which 
research, training and education needs of staff are developed. 
The proposals for change in prisons (eg. contracted-in services 
from the NHS) need to be evaluated and more needs to be known 
about morbidity and mortality in the prison population. Research 
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in these areas is 
scarce resources 
developments eg . 
"second Grendon" , 
and raise further 



important because results will help to enable 
to be targeted more effectively. Other 
the sex offenders* programme and the proposed 
will need considerable resources and evaluation 
research questions . 



3 13 So far, there has been little relevant research. Gunn et 
ai completed in 1990 a national sample of the sentenced prisoner 
population. Further studies are needed. There are currently no 
academic departments or posts which relate to prison health care. 
It is therefore necessary to address this as a priority alongside 
the changes outlined in the above paragraphs. 

3 14 We see the need for an academic department in the health 
care of prisoners. This would need to be multi-disciplinary, 
including general practice, public health medicine, nursing, 
psychology and other allied professions and would not necessarily 
be" led by a forensic psychiatrist. It would need strong links 
with other academic departments and the criminal justice system. 
Such a development might best be launched from within an existing 
academic department. The precise location and structure would 
need careful consideration both in terms of geography and the 
nature of the existing department. 



* WE RECOMMEND that early consideration is given to the 
establishment of an academic department in the Health Care of 
Prisoners 



RESEARCH 

3.15 In 1975, the Butler Committee (Cmnd 6244) recognised that 
good research was essential for developing clinical practice and 
management of patients . It drew attention to the paucity of 
available forensic psychiatry research. In real terms, the level 
of resources dedicated to academic forensic research has not 
increased significantly since then. NHS funded posts often have 
a heavy clinical and administrative content. Service links are 
obviously important, but this has meant that much attention has 
been focused on service issues or on research of immediate or 
short-term relevance, with a relative lack of basic research 
(both biological and psychosocial) which may have longer term 
benefits . 

3.16 The lack of research is related to the lack of academic 
posts . The recommendations of the earlier advisory groups reports 
would have significant implications for the expansion of forensic 
psychiatry and related staffing. The staffing and training group 
is proposing some 80 additional forensic consultant posts in the 
next 5-10 years, with some 175 other consultant posts working 
with mentally disordered offenders. These estimates explicitly 
exclude academic work. It will therefore be important to ensure 
that general expansion is matched by a proportionate growth in 
academic posts. (We suggest as a minimum between 10-15 new posts 
at consultant level with proportionate increases at senior 
registrar and registrar level. This, in turn, would stimulate an 
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increase in the amount of academic research in forensic 
psychiatry) . 

* WE RECOMMEND that the expansion of forensic psychiatry and 
related staffing proposed by the staffing and training advisory 
group is accompanied by a proportionate growth in academic posts . 

THE PRIVATE SECTOR 



3.17 As we noted in paragraph 2.17, the private company, AMI 
Healthcare, currently funds a learning disabilities post at St 
George's Hospital, London. The company wants to expand its 
research links with hospitals nearer its headquarters in Royston, 
Hertfordshire eg. in Cambridge. 

* WE RECOMMEND that the Department of Health , the Home Office 
and the Royal College of Psychiatrists encourage links with the 
private sector . 
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Chapter 4 

INDIVIDUAL PROFESSIONAL DISCIPLINES 

4 . 1 This chapter looks at particular issues and recommendations 
for individual professional disciplines. 



FORENSIC PSYCHIATRY 

4.2 It is important to develop the academic framework outlined 
in Chapter 3 to enable forensic psychiatrists to pursue an 
academic career. As well as geographical expansion, it is 
important to strengthen the existing academic base. For example, 
the Institute of Psychiatry would like to relocate from the 
Maudsley Hospital to the Bethlem Royal site. This would enable 
it to develop close clinical links with the Denis Hill (medium 
secure) Unit and the Mental Impairment Evaluation and Treatment 
Service (MIETS Unit) at the Bethlem. 

4.3 Annex 2 of the hospital advisory group report contained an 
outline description for a regional consultant adviser in forensic 
psychiatry. This is reproduced in this report at Annex D. The 
description includes identifying and promoting appropriate 
research into the specialty with relevant bodies eg. academic 
departments of general and forensic psychiatry, psychology, 
criminology, social work and law. We support this strongly and, 
while recognising that his/her remit must be kept within 
manageable bounds, consider that the regional forensic adviser 
has a key role to play in expanding the academic base . 

it jpg RECOMMEND that regional forensic advisers should have a key 
role in helping to develop a national strategy for academic 
development and to begin to identify where new posts could be 
sited . 

4.4 As we noted in paragraph 2.10, the link between Broadmoor 
Special Hospital and the Institute of Psychiatry has been 
productive in establishing academic posts and training other 
staff. We would like to see this kind of arrangement in a 
diversity of centres. 

WE RECOMMEND that the SHSA continues to develop academic links 
and a academic base in a diversity of centres . 



Printed image digitised by the University of Southampton Library Digitisation Unit 



FORENSIC PSYCHIATRIC NURSING 



4.5 Forensic nursing/ including the work of hospital officers 
and nurses in prisons/ makes a vital contribution to the multi- 
disciplinary treatment and rehabilitation of mentally disordered 
offenders. There are links between general and forensic 
psychiatry and social work. 

4.6 If forensic psychiatric nursing is to grow into a recognised 
specialty, it needs a sound academic base which makes greater use 
of the existing central database of nursing research. Research 
into forensic nursing should therefore be promoted within the 
model framework outlined in Chapter 3 and should be directly 
relevant to practice. The statutory nursing bodies should 
continue to encourage the forging of links between schools of 
nursing and higher education establishments. 

* WE RECOMMEND that the academic base for forensic nursing is 
expanded within a structured, multi-disciplinary framework . 



FORENSIC SOCIAL WORK 

4.7 There need to be enhanced education opportunities for social 
work specialists, especially approved social workers. These are 
considered by the staffing and training advisory group. 
Specialists are needed to provide a distinctive perspective on 
service developments; information or advice to national or local 
government organisations; the dissemination of research; training 
for the next generation of social workers in research and 
practice; and evidence and argument for service improvements. 

4.8 At the moment most academic social work departments are not 
genuine multi-disciplinary clinical departments with a commitment 
to practice and research. Academic leadership from one or more 
senior social workers in clinical departments is needed if social 
work is to make a worthwhile contribution to academic 
development. These must be located alongside academic posts in 
forensic psychiatry, nursing and clinical psychology . Their remit 
should include the development and investigation of methods of 
working with mentally disordered offenders in a range of settings 
and the creation of teams of social work academics who can teach, 
research and disseminate the findings of collaborative research. 
A small number of centres of this sort could provide for many of 
the needs of basic and post-basic education, as well as offering 
part and full-time research training. 
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4.9 The staffing and training group reports makes specific 
recommendations about the basic and post-basic levels of training 
(see Annex B) 

* WE RECOMMEND that the Department of Health considers how best 
to expand the academic base for forensic social work in a multi- 
disciplinary setting - . 

* WE RECOMMEND that the Department of Health considers the 
creation of academic development centres which can offer research 
training for social workers on a regional or supra -regi onal 
basis . 



FORENSIC PSYCHOLOGY 

4.10 The academic base for clinical psychology is underdeveloped 
and under-researched. The proposed expansion of the academic base 
for all disciplines will have implications for forensic 
psychology which should be examined. 

FORENSIC PSYCHOTHERAPY 

4.11 The role of psychotherapy in the psychiatric assessment and 
treatment of mentally disordered offenders is increasingly 
recognised, but currently involves a small number of people. 
Recent initiatives, which may help to raise the profile, include 
a conference on ’'psychotherapy with the mentally disordered 
offender” and the foundation of an International Association of 
Forensic Psychotherapy. Expanding the academic base for all 
disciplines will have implications for psychotherapy. 

* WE RECOMMEND that the implications for clinical psychology and 
psychotherapy of expanding the broader academic base should be 
examined. 
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Chapter 5 

THE WAY FORWARD 



Introduction 

5.1 It will be clear from the preceding chapters that service 
provision for mentally disordered offenders and similar patients 
has developed more quickly than the academic base. This has 
resulted in a small speciality with 

* inadequate academic training for trainees; 

* an inadequate research base 

* a planned expansion of training posts in the near future, 
without any comparable academic expansion 

5.2. In view of: 

* the high risk group of patients involved; 

* the Government’s objectives relating to research and training 
for the SHSA; and 

* and the demonstrable need to expand services for mentally 
disordered offenders which runs to the heart of the current 
review 

there is an urgent need to develop the academic base for all 
disciplines working with such patients. 

5.3 Such expansion should take place in a multi-disciplinary 
framework. This framework should include a clear policy of 
encouraging the development of full academic departments with a 
wider geographical spread than exists at the moment. The 
Department of Health and the Home Office should consult 
professional, academic and other relevant bodies and develop 
criteria for determining where future academic expansion should 
take place. 

5.4 Prison health care is undergoing a series of changes which 
will have important implications for the care of mentally 
disordered offenders. It is currently an under-researched area 
with no academic posts. There is an urgent need to consider 
establishing an academic department in the Health Care of 
Prisoners which would be multi-disciplinary with strong links 
with other academic departments and the criminal justice system. 
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FUNDING ISSUES 



5 . 5 Funding is inevitably a crucial factor. The finance advisory 
group has responsibility for examining the wider issues raised 
by this review, especially for health and local authorities. 
Academic expansion is only a small part of the overall financia 
picture and this section should be read alongside the repor t o 
the finance group. 

Funding for higher education 

5.6 The Government has an "arm's length” relationship with 
Universities. As independent chartered bodies, they are free to 
decide their own curricula and to appoint their own staff. Less 
than half Universities’ income derives from central funding and 
publicly funded tuition fees. The rest is earned from research 
contracts, and other services, and through endowments and other 
fund-raising. 

5.7 A key principle set out in the Education Reform Act 1988, 
is that public funds should be channelled through independent 
Funding Councils rather than directly from Government. The 
Further and Higher Education Act 1992 maintains this principle 
by establishing new Higher Education Funding Councils for 
England, Scotland and Wales. The Bill places explicit limits on 
the Secretary of State’s powers to apply conditions to the new 
Higher Education Funding Councils, or to make directions relating 
to individual institutions. The Department of Education will not 
directly fund any institutions. 

5.8 We understand that the Higher Education Funding Councils are 
likely to channel funds to institutions using substantially the 
same criteria as the current University Funding Council (UFC) and 
the Polytechnics and Colleges Funding Council (PCFC) . Neither 
Funding Council provides earmarked funding for individual 
departments or posts. Funding at this detailed level is a matter 
for universities who are free to spend block gr ant and other 
general income according to their own priorities . 

5.9 The Department of Education, under current arrangements, is 
not in a position to provide direct funding for new academic 
posts in forensic psychiatry. Although the Funding Councils could 
do so, this would run counter to the general policy of funding, 
mainly through block grant, particularly if the number of posts 
were small. However, other Government Departments can provide 
direct funding for specific initiatives which relate to their 
interests. There are a number of examples, including Regional 
Health Authorities directly funding a significant proportion of 
clinical academic posts. At present, these arrangements are ad 
hoc . 

WE RECOMMEND that the Department of Health and the Home Office 
discuss with the Department of Education how the policy- 
recommendations of this advisory group might best be funded . 
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Chapter 6 

SUMMARY OF RECOMMENDATIONS 



* WE RECOMMEND that there should he a. multi— disciplinary 
framework for developing academic posts , drawing on all relevant 
parts of health , social services and the criminal justice syst em , 



* WE RECOMMEND that there should be a clear policy of encouraging 
the development of multi-disciplinary academic departments with 
a proper infrastructure . 

* We recommend that future academic expansion should take 
account of the need for a wider national spread. 



* WE RECOMMEND that Department of Health and the Home Office, 
in consulting professional , academic and other relevant bodies , 
give further thought to criteria for determining where future 
academic expansion should take place . 



* WE RECOMMEND that the Department of Health and the Home Office 
consider how to achieve academic posts which cover both forensic 
psychiatry and child and adolescent psychiatry or learning 
disabilities . Such posts should be part of full academic 
departmen ts . 



* WE RECOMMEND that early consideration is given to the 
establishment of an academic department in the Health Car e of 
Prisoners 



* WE RECOMMEND that the expansion of forensic psychiatry and 
related staffing proposed by the staffing and training advisory 
group is accompanied by a proportionate growth in academic posts. 



* WE RECOMMEND that the Department of Health , the Home Office and 
the Royal College of Psychiatrists encourage links with the 
private sector. 



* WE RECOMMEND that regional forensic advisers should have a key 
role in helping to develop a national strategy for academic 
development and to begin to identify where new posts could be 
sited. 



* WE RECOMMEND that the SHSA continues to develop academic links 
and a academic base in a diversity of centres. 
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expanded wi thin a 



structured, multi-disciplinary framework. 



* WE RECOMMEND that the Department of Health considers howh^t 
to expand the academic base for forensic social work in a multi- 

disciplinary setting. 



* WE RECOMMEND that the Department of Health considers the 
creation of academic development centres which can offer research 
training for social workers on a regional or supra-regional 

basis. 



* WE RECOMMEND 

psychotherapy 

examined. 



that the implications for clinical psychology and 
of expanding the broader academic base should be 



* WE RECOMMEND that the Department of Health and the Home Office 
discuss with the Department of Education how the policy 
recommendations of this advisory group might best be funded . 
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ANNEX B 



TRAINING AND EDUCATION NEEDS 

[ This is an extract from the report of the staffing and training 
advisory group . Annexes are omitted. ] 



4.1. A vigorous approach to training and education is vital if 
the recommendations of this review are to be implemented 
effectively. They are the means by which the necessary numbers 
of people can be prepared for professional practice, working 
methods and patient care can be improved, and members of staff 
can develop their potential and their understanding of their own 
particular responsibilities for the care and management of 
mentally disordered offenders. 

Special needs 

4.2. As with the earlier chapters, this one does not address in 
detail requirements for work with "special needs" groups (see 
paragraphs 1. 4-1.5). More consideration needs to be given to 
these. We understand that the special needs working group has 
highlighted the need for members of multi-disciplinary teams, 
between them, to develop basic skills in a range of areas. We 
agree with its recommendation that agencies should ensure that 
staff are trained in the recognition and initial handling of a 
broad range of special needs. There will also be specialised 
training needs. Some multi-agency aspects of training, including 
the promotion of equal opportunities, are discussed in Chapter 
5. 

Academic issues 

4.3. There are obvious overlaps in this area with the work of the 
academic development advisory group (see paragraphs 1.18-1.19). 
This chapter will form an annex to the report of that group. 

General considerations 



4.4, As far as possible, training should be "employer-led" in the 
sense that it is primarily for local agencies to determine the 
balance and type of trained staff that they require to provide 
effective care and treatment for their patients or clients. 
Estimates of training places should therefore be linked clearly 
to assessments of service need. These principles have (for 
example) been adopted formally for non-medical staff in the NHS: 
see Working Paper 10: Education and Training (published for 
consultation in 1989). The resulting planning framework is 
summarised at Annex L. The NHS Management Executive is developing 
a national overview of staff planning and training investment 
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decisions . 



The need for coordination between agencies 

4.5. RHAs are required to calculate ^ . draining need& ^ in 
consultation with other agencies, including the private and 
voluntary sectors. In 1991/2 at least half of Regions had 
obtained and taken account of social services requirements in 
their training plans. It is crucial that training for work with 
mentally disordered offenders is reflected in future NHS pians 
and those of other agencies. Local multi-agency groups should 
have a role in developing joint or complementary approaches. 
There should also be means at national level to heip ensure that 
effective action is taken by all concerned, not least in 
involving the main professional and training bodies m follow up 

to this review. 

* WE RECOMMEND that training for work with mentally 
disordered offenders is reflected in the P- ans ora 
relevant agencies and that f as far as possible, chase 
should be based on joint or complementary approaches. 
Action locally should be matched by a coordinated approach 
to training Issues at national level . 



TRAINING FOR MEDICAL STAFF 



Forensic Psychiatry 



4 6 . Forensic psychiatry is a relatively new specialty. There are 
currently over 70 specialist consultants. Thirty years ago there 
wer p just two. 20 % of forensic consultants are women, roughly the 
same proportion as for general psychiatry (Health Trends 1991 f 
90 . 132-141) The current number of consultants would need at 
least to be doubled in the next 5-10 years if the recommendations 
of this review are to be met (see paragraphs 3.34-3.35) .There 
must therefore be an increase in the number of training posts a,, 
all levels. 



4 7 There is no mandatory requirement for psychiatrists 
generally to be trained in forensic matters, although the option 
should be available during general professional training. 
Sessional attachment in forensic psychiatry is an option for 
training at senior registrar level in general psychiatry and 
child and adolescent psychiatry. 



4 8 Requirements for the training of forensic psychiatrists are 
sit 'out in the Handbook (1990) of the Joint Committee on Higher 
Psychiatric Training. The recommended duration of approved 
training for full-time consultant posts is four years. However, 
in present circumstances , three years should be regarded as a 
minimum. Two years approved training should be the 
a consultant post in general psychiatry with a special 
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responsibility in forensic psychiatry. At present some special 
responsibility consultants have completed two years of a four 
year specialised course, rather than opting specifically for 
special responsibility training. This factor has implications for 
the approval of training posts. The Royal College of 
Psychiatrists has advised generally against special interest 
consultant posts { ie in forensic psychiatry, where a consultant 
has trained for a year in that specialty at senior registrar 
level). However , in view of the overall scarcity of forensic 
expertise and the need to increase the number of consultants who 
possess it, we should prefer that these posts are retained in 
forensic psychiatry for the foreseeable future. The situation 
would need to be reviewed in the light of staffing and service 
developments. We do not regard such posts as forming part of the 
longer-term staffing picture. 

4.9. All forensic training should include an academic component. 
At the moment this is not always the case. 

4.10. In 1988 nine senior registrars obtained consultant posts 
in forensic psychiatry. Their average length of training was 3 
years 4 months. The number of suitable applicants for vacancies 
has been consistently low; in 1988 32 candidates were short- 
listed for 22 posts. In the same year, an internal Royal College 
of Psychiatrists report for JPAC stated: 

sf Of the 20 appointees [to Regional consultant forensic 
psychiatry posts] from the senior registrar post... less 
than 20% had the nationally accepted minimum training. The 
extent of the deficiencies of training and the consequent 
pressures on these people and their immediate colleagues 
are a matter of the greatest concern." 

There is some anecdotal evidence that the situation is improving, 
but this remains to be substantiated. 

* 3 WE RECOMMEND that consultant posts with a special interest 
in forensic psychiatry are retained for the time being? but 
that their existence is kept under review* 

* WE RECOMMEND that all specialised forensic psychiatric 
training includes an academic component. 



Implications for general psychiatrists 



4.11. Many of the recommendations of the earlier advisory groups 
have implications for general psychiatrists. Some indication of 
their current forensic input was given at paragraphs 2.9-2.11. 
Since we envisage that work with mentally disordered offenders 
will be a growing part of mainstream mental health services, 
aspects of forensic psychiatry should become an essential 
component of training for general psychiatric registrars and 
senior registrars. They should also be part of the continuing 
medical education of consultants, an area on which the Royal 
College of Psychiatrists is preparing guidance. Consideration 
should given to ways of covering forensic issues in general 
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psychiatric training for medical students. 

4.12. Currently there are insufficient general or forensic 
psychiatrists with the expertise to provide the necessary 
training for future registrars and senior registrars. In the 
short to medium term trainees may need to be seconded to 
specialised schemes (a possibility which raises additional 
staffing implications, given the need to provide locums for 
absentees). However, most general psychiatrists will be involved 
in providing prison or court assessments ror mentally disordered 
offenders from their catchment area. This work offers valuable 
training opportunities for their junior staff. 

4.13. Regional forensic advisers (as proposed by the hospital 
advisory group: HR 4.8 and paragraph 3.17 above) and toiensic 
psychiatrists generally should ensure that optimum training 
opportunities in forensic psychiatry are available to medical 
students, registrars and senior registrars in general and chi 
and adolescent psychiatry, and medical staff working with 
substance misusers. They should also consider the need to 
contribute to and participate in continuing education at 
consultant level, an area in which the Royal College of 
Psychiatrists is shortly to issue guidance. 



4 14 Options for more effective working between forensic and 
general psychiatry and the other psychiatric specialties (for 
example, posts split between two areas or between different 
levels of security) should be encouraged and d ® v ® lo P® d ' P^Y^®? 
that logistically or otherwise they do not work to the de ... lment 

of patient care. 



* f?E RECOMMEND that forensic psychiatry is cowered m the 
Royal College of Psychiatrists ' forthcoming guidance on the 
continuing education of consultants. 



nr we RECOMMEND that forensic issues are covered in gt a - 
psychiatric training for medical students. 

* WE RECOMMEND that Regional forensic advisers are 
responsible, in consultation with other forensic 
psychiatrists, for ensuring that optimum medical training 
opportunities in forensic settings are available at both 
basic and post-qualifying levels. 

* WE RECOMMEND that options for improving effective working 
between forensic and general psychiatry, and. other 
psychiatric specialties, are explored and, where possible, 

developed . 



Doctors working with prisoners 



4.15. The new arrangements for prison health care will have 
significant implications for the training of those prison doctors 
remaining in post during the transitional period, those retained 
as clinical managers (see Contracting for Prison Health Services , 
paragraph 4.3 et seq) and others working to part-time contracts 
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(including some whose commitment may be limited by domestic 
circumstances). 

4.16. In 1989, a working party of the Royal College of 
Physicians, chaired by Sir Raymond Hoffenberg, pointed to 
inadequacies in the training of prison doctors (The Prison 
Medical Service in England and Wales: Recruitment and Training 
of Doctors , op cit, Chapter 5). The Royal Colleges of Physicians, 
General Practitioners and Psychiatrists have since established 
a joint working group to consider the content of, and 
arrangements for, such training. This is due to report during 
1992. 

Accreditation for mental health care work 

4.17. The prison advisory group considered a proposal that "the 
Prison Medical Service should raise with the Royal College of 
Psychiatrists (and/or the Joint Committee on Higher Psychiatric 
Training as appropriate) the case for mental health care work in 
prisons being accredited as recognised training" (PR 5.26). 
Initial discussions involving the Royal College, the Department 
of Health and the Directorate of Prison Medical Services have 
focused on the possibility of pilot projects within the framework 
of the Royal College's Statement on Approval of Training Schemes 
for General Professional Training for the MRCPsych (April 1991 ) . 

Training for prison medical officers 

4.18. Newly-appointed prison medical officers are currently 
assigned to a tutor for their first six months. An induction 
course is also available and management training has increased 
markedly over the past two years. For a variety of reasons, a 
significant number of part-time medical officers do not attend 
training courses. 

4.19. It is essential that all doctors contributing regularly to 
the health care of prisoners (except perhaps those visiting just 
occasionally) attend a specialised induction course designed to 
familiarise them with a range of clinical, legal and 
organisational issues. The psychiatric element of this would need 
to include, as a minimum, assessment and diagnosis, management 
of violent and self-destructive behaviour, seclusion and sexual 
disorders . Staff grade or consultant psychiatrists should take 
an extended specialised course which focuses on the particular 
problems and demands posed by mentally disordered prisoners. This 
would need to consider the developing interface between the 
Prison Health Care Service and the NHS, including transfer 
between services provided inside and outside prison (discharge 
arrangements, remission to prison, care programmes, etc). 

* WE RECOMMEND that an early induction course should be 
mandatory for doctors working regularly in the Prison 
Health Care Service. This should he designed to familiarise 
them with range of clinical , legal and operational issues. 

* WE RECOMMEND that staff grade or consultant psychiatrists 
should undertake a specialised post-induction course. 
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General practitioners 



4 20. During their year as GP trainees, most doctors see the 
broad range" of mental health problems encountered in general 
practice. It may be necessary to provide additional education xn 
handling the more severe cases, particularly for the 60% of GPs 
who have not undertaken six months in a psychiatric senior house 
officer post. The importance of more ’‘effective, accessible 
training in mental health for GPs has recently been emphasised 
by the Parliamentary Secretary for Health at the launch of an 
educational fellowship in mental health in general practice : see 
Department of Health Press Release H92/101. The fellowship will 
be linked with the Royal College of General Practitioners and is 
funded for three years by the Department of Health, the Mental 
Health Foundation and the Gatsby Trust. 

4.21 . RHAs are required, jointly with Directors of Public Health, 
to ensure that doctors approved under section 12 of the Mental 
Health Act receive suitable training (Department of Health 
Circular (90)12). The training needs of GPs working with 
prisoners are considered above and in Contracting fox Prison 
Health Services . 



Psychotherapy 



4.22. Relevant training and education for psychotherapists 
working with mentally disordered offenders is gradually 
increasing, but currently involves only a small number of people. 
The British Postgraduate Medical Federation, in association with 
the Portman Clinic in London, runs a day release course (one day 
a week for a year) in forensic psychotherapy. Other recent 

initiatives include: 

a conference on Psychotherapy with the Mentally Disordered 
Offender (Institute of Psychiatry, London, June 1991); and 

the foundation of an International Association of Forensic 
Psychotherapy (due to hold an inaugural conference on 
Forensic Psychotherapy - Identity/ Network and Future in 
London , March 1992) . 

4.23. Consideration should be given to developing training 
opportunities in units which currently have psychotherapists 
working with mentally disordered offenders or similar patients. 

* WE RECOMMEND that training opportunities for psychotherapy 
with mentally disordered offenders should be increased and 
that the development of such training should ^ be based 
initially on units which currently have psychotherapists 
working with these or similar patients . 



Printed image digitised by the University of Southampton Library Digitisation Unit 



NOES IMG 



Forensic psychiatric nursing 



4.24. The Glancy report of 1974 (DHSS, Report of the Working 
Party on Security in NHS Psychiatric Hospitals) suggested that 
there should be a formal qualification in forensic psychiatric 
nursing. This has not happened, the speciality is still emerging 
and the literature is very limited. Niskalas (1986) Competencies 
and skills required by nurses in forensic areas ( Western Journal 
of Nursing Research 8 (4) 400-413) is the only readily 
identifiable published research. It is generally accepted that 
nurses engaged in forensic work draw heavily on skills and 
knowledge acquired during pre-registration psychiatric training. 
These are enhanced through relevant practice and by developing 
an interest in such areas as criminology, penology, forensic 
psychiatry, psychology, and sociology related to mentally 
disorder and the law. There are some relevant courses (see 
paragraph 4.34). 

4.25. A number of potentially problematic issues remain to be 
tackled if forensic nursing is to emerge as a fully-fledged 
specialty. These include the interface with general psychiatric 
and mental handicap nursing and the need to develop a sound 
academic and research base. 



Training and education in specialised skills 



Community psychiatric nurses 

4.26. The United Kingdom Central Council for Nursing, Midwifery 
and Health Visiting (UKCC), which is responsible for maintaining 
the professional nursing register, is currently reviewing 
community nursing. Its report is expected during 1992. This may 
provide a good opportunity, in the light of the principles set 
out by the earlier advisory group reports (OV 16), to focus on 
community psychiatric nurses as the most significant contributors 
to the future nursing of mentally disordered offenders. CPNs 
currently receive little formal training for such work. Any new 
courses should cover forensic psychiatric nursing issues, with 
a suitable module being specified if modular courses replace the 
present format. 

Registered mental nurses and nurses for the mentally handicapped 

4. 27. Registered mental nurses (RMN) and registered nurses for 
the mentally handicapped (RNMH) are recruited by health 
authorities from the national pool of trained staff. Student 
nurses on RMN or RNMH training schemes are offered optional 
placements in medium secure or other forensic settings, but only 
Special Hospital /NHS linked programmes ensure forensic 
experience. Although overall recruitment to nurse training is 
being maintained, there has been a substantial decline in the 
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, - , j „ __ nvrr "PToiect 2000" courses (see below) 

number of students on UKCC , i handicap branch 

ss&is. 

isr^ssass.'s.-s .^, 1£e » oS; 

of services for mentally disordered offenders. 



UKCC Project 2000 



, or Proiect 2000 is a new scheme of nurse training, leading to 

enSy 6 stulentTpurs^e 1 'an'Vs 6 mon^co^onloundation module and 
then kect for specialised options, in which they subsequently 
register, for a further 18 months. 



, OQ A G tup first aroup of students has yet to quality, it is 

difficult to predfct 9 how P they will function in forensic settrng^ 

airiicun. y , fhat thev will have received rather less 

However, it y their RMN and RNMH predecessors, while 

require^ome°additional^education^"in ^forensic psychiatric^issues^ 



Enrolled nurses 



l 30 -. ^I^tnro^ed^nu^ ‘obta^ng 
conversion' course places which enable them to reach registered 
nurle level This is mainly due to their la ^e n^ers but there 
is still considerable scope for developing their skills during 
the mental health and mental handicap branch programmes. 



Other nursing staff 



4.31. Recruitment of unqualified staff does ^P e “ s istants 

=»*■ nrpQpnt The introduction of health care assistants* 
problem present. The^ tralning fcQ National vocational 

Qualification (NVQ) level, offers the P° sslbi1 ^ ' ° time this 
aualif ication to hitherto unqualified staff. Oyer time, this 

should help recruitment and retention, as well as the deve opmen 
of a better range of skills. Registered nurses who assess the 
work of trainees will themselves need to be trained m the skills 
of assessment to NVQ level. 



Links with the independent sector 



4 32 The growth of independent services in recent years has 
increased the number of NHS-trained staff being recruited to that 
sector. Joint training schemes are already operating. Suc^ 
initiatives should be encouraged in order to pool resources and 
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skills. 



* WE RECOMMEND that health authorities re-examine their 
training targets for psychiatric nurses in light of this 
review . 

* WE RECOMMEND that training courses for community 
psychiatric nurses include consideration of forensic 
nursing issues and opportunities for placements in forensic 
settings . 

* WE RECOMMEND that the English National Board considers the 
future need for Project 2000 training in forensic 
psychiatric nursing r including opportunities for suitable 
placements . 

* WE RECOMMEND that the English National Board continues to 
encourage the development of joint training schemes between 
the independent sector and the NHS. 



Post-qualification training and education 



4.33. As noted above, a by-product of increased community care 
is that some psychiatric nurses have lost, or are losing, the 
ability and skills to deal with difficult or violent patients. 
This could lead to unsuitable referrals to secure services, an 
aspect on which a current Department of Health sponsored study 
by the Jill Rodgers Association (to up-date the 1976 DHSS study, 
Violence in Health Care) is relevant. But, in any event, nursing 
staff may need to undergo additional training in such areas as 
risk assessment and the handling of disturbed or violent 
behaviour. Better management of potential suicides (PR 5.16-5.22 
and paragraph 3.31 above) will also have training implications. 
Risk assessment and responses to violence are considered more 
generally at paragraphs 5 .36-5 . 39 . 

4.34. The ENB is progressively modifying its courses to modular 
form. At present trained nurses can attend the following post- 
basic education courses designed and approved by the English 
National Board for Nursing, Midwifery and Health Visiting (ENB) : 

ENB course 770: nursing within controlled environments (six 
months, including a placement, usually in a Special 
Hospital, medium secure unit, or, occasionally, a prison 
hospital wing) ,* 

ENB 955: dealing with the violent and potentially violent 
individual (four weeks); 

ENB 960: nursing in secure environments (six weeks 
introductory course, including typically two one-week 
placements in a Special Hospital or medium secure unit). 
This course has largely been replaced by course 770. ENB 
961 provides similar training for enrolled nurses. 

The ENB is considering the need for a certificated course in 
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control and restraint . 

4 35. The release of staff for training and education has 
significant budgetary implications for managers, including, in 
addition to course fees, possible travelling and subsistence 
costs and (as noted at paragraph 4.12) the .Provision of service 
cover . The pattern of post-basic education has tended in the past 
to be set by schools of nursing, resulting m block or day 
release courses at education centres. We welcome the greater 
flexibility envisaged by the ENB 1 s Framework for continuing 
Professional Education for Nurses, Midwives and Hee i 

(1991), including more open learning opportunities and better 
links with further and higher education. The similar direction 
of the UKCC ' s Report on Proposals for the future of Community 
Education and Practice (1991) is also helpful. 

* WE RECOMMEND the speedy introduction of more fie ible 
arrangements for , and content of, post-basic education ami 
training in subjects related to forensic nursing, including 
greater opportunities for open learning and better links 
with further and higher education . 



Nurses working with prisoners 



4.36. A current study is identifying the knowledge sk 

likely to be needed by prison nurses in the future. At prese 
hospital officers without a professional qualification (see 
paragraph 3.42) are recruited from discipline grades after a 
year’s discipline training. This is followed by six months in 
house training in nursing. Directly recruited nursing staff 
undergo six months discipline training. Increasingly staff are 
encouraged to take further post-basic and in " s ® r ^ ce 
including the ENB courses listed at paragraph 4 . 34 . We welcome 
this trend, as well as local initiatives to improve relationships 
with NHS hospitals, schools of nursing and others who can assist 

in nurse education. 

it we RECOMMEND that initiatives taken to enrol prison nurses 
on specialised ENB courses are maintained and developed . 

it we RECOMMEND that prisons continue to forge closer links 
with local hospitals, colleges of nursing and others who 
can assist in the development of nurse education. 



PSYCHOLOGY 

Clinical psychologists 

4.37. The main reason for the current general shortage of 
clinical psychologists (see paragraph 2.23) is the relative lack 
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of postgraduate training available for psychology graduates. In 
^990 the Department of Health 9 s Manpower Advisory Group envisaged 
an increase in the intake for clinical psychology training from 
179 in 1989 to 305 in 1991. In the event, the intake for 1991 was 
207 (ie 68% of the recommended number). Clinical psychology 
remains a popular career choice, the ratio of applicants for 
training to the number of available places typically exceeding 

4.38. Action to increase the number of places will require a 
positive response from employing authorities within the context 
of Working Paper 10 (see paragraph 4.4). Hence, consideration of 
our projections of staffing need at paragraph 3.44 is very 
important . However, even with a rapid expansion in training 
places, it would be some time (the length of postgraduate 
training being three years) before the shortfall was remedied. 
In the meantime, a growth in post-qualification training for 
forensic work would be helpful, even although this could serve 
to exacerbate problems elsewhere in the NHS . There is, for 
example, a new Diploma/MSc course in forensic behavioural science 
at Liverpool University. More courses like this will be needed. 
There may also be scope for increasing training placements for 
clinical psychologists in prisons, although there would need to 
be proper clinical psychologist supervision and approval by the 
British Psychological Society. 

4.39. There are indications that psychological techniques are 
sometimes poorly applied in forensic settings. There is a need 
for more careful supervision of the use of psychological 
techniques, including better professional advice for staff. This 
implies an increased presence of qualified psychologists in 
forensic settings, with consequent staffing and training 
implications. 

* RECOMMEND that employing authorities give urgent 

consideration to the need for an increase in postgraduate 
training places for clinical psychologists to work with 
mentally disordered offenders. 



Prison psychologists 



4.40. Training for prison psychologists combines practical and 
academic work, spread over two years, which leads to an MSc in 
applied criminological psychology. Components include assessment 
and treatment of prisoners, and research. The maximum annual 
intake for the course is about 24. If prison psychologists are 
significantly to increase their contribution to work with 
mentally disordered offenders, a greater proportion of MSc time 
would need to be devoted to this area. 
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THERAPISTS 



Occupational therapists 



4.41. In 1991 the Department of Health provided 795 training 
bursaries for occupational therapy , while colleges in the United 
Kingdom had a combined intake of 1,193 full and part-time OT 
students. Full-time courses are generally for three years and are 
nearly all of degree status . 

4.42. Recruitment to forensic services depends on a range of 
factors, not least of which are levels of support and 
supervision. Student or basic grade experience in a supported 
setting is an asset, but opportunities are few as many OT 
departments within forensic services are small and, with no 
probationary year, newly-qualified OTs may be working on their 
own. Effective supervision by senior staff and the presence of 
OT helpers and technical instructors (see below) is vital. 

4.43. There is no postgraduate training specifically for OTs 
working with mentally disordered offenders. There is, however, 
a special interest group for OTs working in secure environments 
(OTWISE) which receives many requests for information and 
arranges study days and courses . Access to relevant courses for 
further qualification is often limited by service commitments. 

OT helpers and technical instructors 

4.44. Helpers and technical instructors play a valuable role, but 
cannot take the place of fully-fledged OTs as they have not had 
the necessary training. Formal training is not a condition of 
service, but this is sometimes available to enable professional 
status to be achieved. Helper courses (relating to OT generally) 
are run in many parts of the country and usually involve day 
release for a year. These are likely to be incorporated in the 
National Vocational Qualification structure. Training for work 
with mentally disordered offenders is only available in-house 
locally . 

* WE RECOMMEND that consideration is given to the need for 
specialised post-qualifying training for occupational 
therapists working in secure settings. 

* WE RECOMMEND increased training opportunities for 
occupational therapy helpers and technical instructors 
working with mentally disordered offenders to attain 
professional status and generally to improve their skills . 



Speech and language therapists and interpreters 



4.45, Recruitment of speech and language therapists to forensic 
services is limited both by the lack of specific training at 
undergraduate level and (due to so many singleton posts) the few 
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in-service opportunities. One special hospital speech therapist 
has a student on clinical placement who takes a practical 
examination there. This example should be encouraged elsewhere. 

4.46. There is now a special interest group for speech therapists 
working in psychiatry. The College of Speech and Language 
Therapists has attempted to organise an advanced specialised 
course for therapists working in psychiatry, but difficulties 
have arisen through the need for suitably experienced colleagues 
to give up clinical time to participate. Joint training 
initiatives with other disciplines have often worked well and 
should be encouraged. Specialised training may be needed by 
interpreters who work with mentally disordered offenders 
(including people from ethnic minorities and those with hearing 
impairment) (see paragraph 3.47). 

4.47. There is a need for speech therapy departments (even small 
ones ) to help overcome some of the training problems . 

* WE RECOMMEND that the Department of Health, and the College 
of Speech and Language Therapists give further 
consideration to the development of an advanced specialised 
course for speech therapists working in psychiatry. They 
should consider also the scope for encouraging the 
development of speech therapy departments. 



Physiotherapists and other therapists 



4.48. We have identified few issues for the training of 
physiotherapists or other therapists working specifically with 
mentally disordered offenders. However, we draw attention here 
to the work of physiotherapists as members of mental health care 
teams. They have a key role in assessing patients’ physical 
disorders, maintaining and improving their mobility and physical 
fitness, and relieving musculo- skeletal pain (eg following self- 
injury) . Using various physical methods, they can also contribute 
to the psychological treatment of patients, including programmes 
to promote their general well-being and self-esteem. 
Physiotherapy skills are often shared with other staff to ensure 
safe and effective methods of lifting and handling. A number of 
these points are already set out in Department of Health policy 
guidance ( Community Care with specific reference to adult 
mentally ill and mentally handicapped people: Government Response 
to the Second Report from the Social Services Committee 1984-85 
Session, Cmnd 9674). 



SOCIAL SERVICES AND PROBATION 



4.49. Major changes in the structure of education and training 
for personal social services staff at all levels (vocational, 
professional and post-qualifying) are currently being 
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implemented . The model at figure 4 illustrates the progressive 
structure of qualifications for personal social services and 
related professional training. It acknowledges the potential for 
shared training with other sectors , including health care. 



Basic training 



National Vocational Qualifications 

4.50. NVQs for staff providing care in residential, domiciliary 
and day care settings, and for health care support staff, have 
been available for nearly a year. There is a choice of ’’endorsed 
awards’* (options) to cover a wide range of needs, including a 
Level II endorsed award in Mental health care , 

Diploma in Social Work 

4.51. The Diploma in Social Work (DipSW) is replacing the 
Certificate of Qualification in Social Work and the Certificate 
in Social Science. It is a two-year basic social work 
qualification for all social workers and probation officers. It 
covers the competencies required by newly-qualified social 
workers in all settings and sectors, including voluntary and 
independent services. For those entering the probation service 
these are supplemented by additional requirements such as 
understanding the nature of offending behaviour, criminological 
therapy and law as it relates to the probation service in courts, 
penal establishments and mental health. 

4.52. Within the broad requirements for DipSW, the Central 
Council for Education and Training in Social Work (CCETSW) is 
providing specific guidance on areas of particular practice , 
including mental health. This will set out also the additional 
knowledge and competencies that students choosing mental health 
as their practice area must achieve. 



Post-qualifying training and education 



4.53. CCETSW is piloting a new post-qualifying framework based 
on a system of credit accumulation valid throughout the United 
Kingdom. This should make training more flexible and, hence, 
accessible. It is designed to develop and improve professional 
competencies and to prepare staff for complex areas of work, such 
as that with mentally disordered offenders. The requirements for 
social workers and probation officers working with the latter 
group will be addressed during the pilot stage. A more intensive 
specialised module is needed in this area, with accredited 
practice placements. Such a course should also be available for 
workers based in general hospitals or the community who may 
require a range of similar skills. 

4.54. The majority of social work and other staff working in 
residential or day services for mentally ill people will come 
into contact with offenders. They should have some knowledge of 
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how to respond and of possible dangers and difficulties. The 
function of a particular hostel or centre would tend to dictate 
the skills that staff may require. Short courses or workshops can 
help to develop skills and prepare staff for more intensive 
training, as well encouraging awareness of a range of special 
needs (see paragraph 4.2). Practice placements in forensic 
settings should also be available if offenders are admitted 
routinely. Training in the procedures of the Criminal Justice Act 
1991, operative from 1 October 1992, is being made available to 
probation staff (see paragraph 4.67). This Act (on which the 
Department of Health is planning to issue guidance complementary 
to Home Office Circulars 6/1992 and 10/1992) has some training 
(and possibly staffing) implications for social services staff: 
for example, if the number of guardianship orders under the 
Mental Health Act increases as a by-product of local authorities ' 
attending court to say whether and how they could operate such 
a disposal (CR 3.19). 

Approved social workers 

4.55. The functions of ASWs are set out in DHSS Local Authority 
Circular (86)15 and in the Mental Health Act Code of Practice. 
Annex M to this report describes the purpose and objectives of 
their training, which comes closest to preparing social workers 
for work with mentally disordered offenders. This lasts a minimum 
of 60 days and is usually undertaken by social workers with at 
least two years professional experience who intend to work as 
ASWs. However, some courses have broadened their scope to include 
other social services staff and probation officers wishing to 
improve their knowledge of mental health matters. There are 
currently 70 ASW courses validated by CCETSW. In 1989/90 547 
people completed ASW training, 496 of whom were subsequently 
"approved" . 

4.56. ASW training does not necessarily cover forensic psychiatry 
nor the working of the criminal justice system. However, it 
should promote a detailed working knowledge of mental health and 
other relevant legislation, and LASSL (91)12 (op cit) suggests 
that it should incorporate training in the supervision provisions 
of the Criminal Procedure (Insanity and Unfitness to Plead) Act 
1991. Teaching should be undertaken by experienced social work 
and NHS staff and should include opportunities for placements in 
general and forensic mental health settings. The Government has 
said that it is "satisfied that the training needs of .. .social 
workers having responsibilities under the Mental Health Act 1983 
are being adequately met", but that it will "continue to seek 
such further improvements as experience suggests are necessary" 
(Baroness Denton of Wakefield, House of Lords Official Report, 
4 Mar 1992, col 833). CCETSW is currently reviewing the 
regulations for ASW programmes with a view to defining more 
clearly the necessary competencies. This would enable social 
workers to gain credits as part of the new post-qualifying award 
structure. 

* WE RECOMMEND that the Central Council for Education and 
Training in Social Work provides guidance on the particular 
skills required by social workers and probation officers 
involved in the care and management of mentally disordered 
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offenders . 



WE RECOMMEND that CCETSW considers the need fox an 
additional specialised training module which addresses 
skills and knowledge needed by social workers and p ■ > 

Officers JfrZinc i Bent lly disordered offenders or 

similar patients in secure settings. 



m RECOMMEND that post-qualifying education tra i ig 

readily available for social services and probe .1 -■ stafl 
Joking i. - - ge of settings who are likely to come into 

contact with mentally disordered offenders. 



WE RECOMMEND that revised guidance on the in and 

^reoaration of approved social workers should ens ure that 
thlre is an ade£ate emphasis on the particular issues 
relating to mentally disordered of fencers a 
forling of the criminal justice system. There should also 
be training in the supervision provisions of the Criminal 
Procedure { Insanity and Unfitness to Plead} Act ■ W '■ 
practice placements in forensic settings should be 

encouraged . 



Training Support Programme 



4.57. The Social Services Training Sup^rt Prograime (TSP) is a 
"specific grant" which will make available £29 million in \992/3 
to P support~ total expenditure of over £41 million (Department of 
Hpa l t h LAC (91 ) 21 ) . Despite the reservations that many local 
authorities have about the grant-aided element being limi ,d to 
70%, we see the TSP as a readily available and useful means, m 
future years , of promoting the training needs of social services 
staff working with mentally disordered offenders. ^ven a 
relatively modest initial contribution (s^y £10, 000 per annum 
per authority) would enable one or two staff m each area to 
develop expertise in aspects of forensic work, such as court 
diversion or that within a secure setting. In the medium to 
longer-term, of course, the financial implications or training 
will grow significantly in line with the development of services. 



we RECOMMEND that the Social Services Training Support 
Programme makes provision for the training or staff working 
with mentally disordered offenders . 



Interface between social services and probation 



4,58. We have carried forward the community advisory group s 
initial consideration of the interface between social services 
(in particular, social work) and probation in work with mentally 
disordered offenders (CR 3.38). Traditionally, social work has 
tended to be concerned with the "mental disorder * angle and 
probation with "offending", but increasingly staff in both 
professions are coming together in multi-disciplinary, multi 
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agency teams. 



4*59. There is certainly an expectation that probation officers 
will become more involved in community care as such. Their future 
role is described in Crime , Justice and Protecting the Public (Cm 
965, 1990), paragraphs 7.19-7.22, and as follows in Home Office 
Circular 66/90, paragraph 17: 

3 The probation service should act as part of a network of 
agencies. . .providing accommodation, care and treatment in 
the community for mentally disordered offenders.” 

In the community group report, emphasis was placed on involving 
probation before a mentally disordered offender is charged with 
an offence (CR 2.16). Social workers, for their part, will have 
a growing role in court-based work and as part of formal 
arrangements for identifying and working with mentally disordered 
offenders. As noted at paragraph 4.51, the professions already 
have a common qualification (the DipSW) and a broadly similar 
training base. Indeed, in Scotland there is a single profession 
providing both social work and probation services (see Scottish 
Office Social Work Services Group (1991) National Objectives and 
Standards for Social Work Services in the Criminal Justice 
System ) . 

4.60. We support the moves in England towards closer working. We 
want to see joint training opportunities maximised and increased 
scope for mutual secondments. We have considered also the 
proposition that a small number of probation officers should be 

'approved” for the purposes of the Mental Health Act. This issue, 
which has been widely discussed in the course of this review, 
arouses strong feelings on both sides of the argument: many 

probation officers seem to be in favour; social workers are 
mostly against. On the probation side, it is felt that such 
approval could improve the handling of those cases where an ASW 
is not available at court to assess a defendant and, if 
necessary, apply for admission to hospital under Part II of the 
Mental Health Act. Conversely, social workers point to existing 
legislation and guidance which militates against approving 
officers of the court whose work is not routed in mainstream 
mental health services. There is a also a perception that such 
approval would be the thin end of a wedge created by difficulties 
in some areas in resourcing sufficient ASWs. In this respect it 
is important that contributions to court diversion schemes are 
settled at the outset (see paragraph 5.26). 

4.61. We have been greatly encouraged by the readiness of the 
professions jointly to address these sensitive issues. In 
particular, a meeting in February 1992 between representatives 
of the Association of Directors of Social Services and the 
Association of Chief Officers of Probation, convened as part of 
this review, has fostered continuing discussions which the 
Department of Health and the Home Office will follow closely. 
This seems a very helpful way forward. 

* WE RECOMMEND that the Department of Health and the Home 
Ortice should continue to encourage joint discussions 
between the probation and social work professions on their 
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developing- interface in work with mentally disordered 
offenders . 

STAFF OF THE CRIMINAL JUSTICE SYSTEM 



The Police 



4.62. A recent review of police training suggested that officers 
at all levels were given effective training in the handling of 
mentally disordered offenders and in the various options for 
dealing with cases. Practical day to day experience enables many 
officers to build up further knowledge and insight, although some 
may need refresher training, for example, after some years away 
from the "beat". Additional guidance may be required on aspects 
of the Mental Health Act (eg the use of section 136) and on the 
initial identification of mental disorder (while recognising, of 
course, that the police cannot be expected to act as 
diagnosticians) . Such training could be included in existing 
courses, although, as multi-agency working develops in this area, 
there should also be opportunities for joint training. 

* WE RECOMMEND that police training should cover relevant 
aspects of the Mental Health Met 1983 and the initial 
identification of suspects who appear to be mentally 
disordered. There should also be opportunities for 
" refresher " training and joint training with other groups 
working with mentally disordered offenders. 



Court-based and legal staff 



4.63. It is important that all those who encounter mentally 
disordered offenders through their work in the criminal justice 
system receive suitable training. Home Office Circular 66/90 
(CR, Annex B) made a start by describing professional roles in 
diversion and discontinuance. Work by the Hertfordshire Care 
Trust (see paragraph 5.28) has begun to identify, from the 
perspective of a "panel" scheme, the needs of those contributing 
to court work (including magistrates and lawyers). 

4.64. We invited a number of professional and legal bodies to 
offer their views on training needs. The following section takes 
account of their helpful responses. 



Solicitors 



4.65. An increasing number of solicitors involved in criminal 
work are being called upon to act in cases involving mentally 
disordered offenders. These are often difficult and unsuitable 
for unadmitted or inexperienced practitioners. At present there 
is little specific training, while solicitors who get involved 



Printed image digitised by the University of Southampton Library Digitisation Unit 



in seeking placements for their clients often have difficulty 
finding reliable information about what is available. Courses are 
mainly provided by voluntary organisations such as MIND, which 
is authorised by the Law Society as a provider of continuing 
education. We understand that the Law Society's Legal Education 
Division has been urged by its Mental Health and Disability Sub- 
committee to redouble efforts to encourage specialised training. 
The Sub-Committee also wants to see specific training in mental 
health matters for duty solicitors . We suggest that information 
about mental health and related services could be disseminated 
by multi-agency groups (CR 3.24-3.29) through local Law 
Societies, of which there are currently 127 in England and Wales 
(see Wallach, Why your local is good news ( The Independent , 24 
Apr 1992)). It may be helpful also if a local solicitor 
contributed to the work of a multi-professional core group for 
mentally disordered offenders (see paragraphs 5.8-5.12). 



Barristers 



4.66. Relevant training for barristers is also limited and very 
general. It would be for the Bar Council to consider whether 
specific training were needed, possibly jointly with solicitors. 



Magistrates and court staff 



4.67. Many magistrates' court staff receive no specific training 
on mental health issues. Most magistrates will undertake a 
certain amount of refresher’* training from among 25 topics 
approved by the Lord Chancellor. The latter include the doctor 
and the courts and psychiatry and the courts. Magistrates' Court 
Committees (CR 2.29) decide which topics to cover. Mental health 
training is often accorded a low priority. The Government is 
funding the training of magistrates' court staff and prison and 
probation officers in the provisions of the Criminal Justice Act 
1991. There is no specific module on mentally disordered 
offenders, although the Law Society has proposed to us that 
relevant issues should be covered in such training. We support 
that view. 



The Judiciary 



4.68. The training of judges is overseen by the Judicial Studies 
Board. The Board's Criminal Committee organises induction and 
refresher seminars for newly-appointed Assistant Recorders and 
experienced Circuit Judges and Recorders. Newly-appointed judges 
of the Queen's Bench Division are invited to the refresher 
seminars. The Boards' Reports show that, while refresher seminars 
on the mentally abnormal offender were held in 1983 and 1986, 
there has been none since . 
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Crown Prosecution Service 



4.69. The Crown Prosecution Service (CPS) has its own Training 
Division which runs an extensive programme of in-house courses . 
No single course deals specifically with mentally disordered 
offenders . Vocational courses tend to concentrate on how 
prosecutors should apply the Code for Crown Prosecutors f issued 
under section 5.10 of the Prosecution of Offences Act 1985. A 
recent revision of the Code includes examples of when prosecution 
may not be required in the public interest. Mental disorder is 
considered at paragraph 8(v) ; see Annex N. Crown Prosecutors also 
receive guidance on new policy and practice initiatives. Local 
involvement in these is monitored. 



* WE RECOMMEND that the Borne Office and Department of Health 
explore with the Lord Chancellor's Department, the Crown 
Prosecution Serwice and relevant professional and training 
bodies how training for court-based and legal staff who 
come into contact with mentally disordered offenders could 
best be promoted and made more widely available, 

* WE RECOrnEND that effective links are developed between 
local Law Societies and multi-agency groups for mentally 
disordered offenders. 



Staff working in prisons 



4.70. Me have commented in this chapter on the training needs of 
particular disciplines working with mentally disordered 
prisoners. It is important to emphasise that others, including 
prison officers, would benefit from training in the recognition 
of mental illness and in particular aspects of the care of 
mentally disordered offenders. Similarly, training related to 
care in a prison environment should be available generally for 
visiting specialists . 



EDUCATION 



4.71. The 1991 HI ACE conference (Education Provision in NHS 
Forensic Secure Units, op cit) identified a number of key skills 
that form part of "continuous and reflective" staff development 
(ibid, paragraph 4.4), In summary, these are: 

i . awareness of the range of learning opportunities and an 
understanding the specific learning needs of mentally 
disordered offenders; 

ii. the ability to handle the boundaries between "therapy" 
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and ’education” and between teacher and client; 

iii. effective negotiating skills within multi-disciplinary 
teams ( see paragraphs 5.8-5.12); 

iv . effective handling of confidentiality issues; 

v. risk assessment and risk management (see paragraph 
5.37); 

vi. gearing the curriculum to a smooth transfer to 
community support. 

4.72. It is important that education staff working in secure 
settings do not become too isolated from mainstream education or 
from those providing education in other similar units. 



mmcmsioms 



4.73. We have made a number of recommendations for the basic and 
post-qualifying training of staff working with mentally 
disordered offenders. In some instances there is a need for 
improved specialised training; in others, it will be a matter of 
adapting existing training to ensure that the necessary issues 
are covered. Agencies should ensure that their training 
strategies are complementary with those of other agencies working 
with mentally disordered offenders and that they take account of 
assessed service needs as well as the specific training 
requirements of individuals. As with staffing in this area of 
work, training has significant additional resource implications. 
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RESEARCH ADVISORY GROUP'S EECQfi*EEBATJOtf8 



SECT I CM 8 - SUMMARY OF RECOMMEMD AT I OHS 



8.1 

8.2 

8.3 

8.4 

8.5 

8.6 

8.7 

8.8 



8.9 



8.10 

8.11 



•fhe establishment of a more extensive academic base in 
forensic psychiatry and allied disciplines (paragraph 2.7), 



development of a national strategic plan for research 
in the field of mentally disordered offenders (paragraph 
2 . 8 ). 



ilis early establishment of a national committee for research 
on mentally disordered offenders (paragraph 2.10). 

The strategic plan for research should be developed 
according to the principles set out in paragraph 3.9 
( paragraph 3,10). 

A network of core departments is set up, integrating both 
clinical and research services with a reasonable 
geographical spread (paragraph 4.4). 

Each department should develop its own interests and 
expertise, within the framework of the strategic plan but 
there should be close liaison (paragraph 4.5). 

Each department s s primary base is within a relevant academic 
institution but that each researcher has a practice element 
to his or her contract (paragraph 4.6). 

Each unit develops strong links with existing services for 
mentally disordered offenders, including special hospitals, 
medium secure units and prisons, as well as community 
services (paragraph 4.7). 

Increased efforts are made to disseminate existing reviews, 
courses and databases and that a market survey might be 
conducted, particularly among the less academic, more 
practically orientated disciplines, of the best means of 
ensuring that existing information reaches all appropriate 
targets and that, in this context any real gaps in 
information available should be identified and filled 
( paragraph 5.4). 



The^ research topics set out in paragraph 6 . 8 are given the 
highest priority for action within the ambit of the 
strategic plan (paragraph 6.9). 

A standard classification of data for mentally disordered 
offenders is set up (paragraph 7.2). 



17 
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AHMEX D 



EXTRACT FROM THE HOSPITAL ADVISORY GROUP REPORT 



OUTLINE FORM DESCRIPTION FOR REGIONAL CONSULTANT ADVISER IN FORENSIC PSYCHIATRY 



TITLE: 


For local agreement (and to avoid confusion with Royal College of 
Psychiatrists Regional Representatives in Forensic Psychiatry) . 


ACCOUNTABILITY: 


Advises Director of Public Health with right of access direct to 
the Regional General Manager and Regional Health Authority, 


ROLE SUMMARY: 


As a Regional appointee the post holder will be required to 
advise the Regional Health Authority on the appropriate 
development of forensic psychiatric services . Working from a 
clinical or joint academic/clinical base agreed with a single 
District Health Authority or consortium of^District Health 
Authorities, the appointee will be responsible as a Consultant 
for a clinical case-load. 


MAIN TASKS: 


1. In cooperation with the Director of Public Health and ott 
relevant Regional Directorates advises the Region on all aspect 
of forensic psychiatry, taking into account policy and guidance 
issued by the Department of Health/National Health Service 
Management Executive. 

2. Monitors and evaluates all forensic psychiatric services 
within the Region, liaising closely with colleagues in forensic 
psychiatry, general psychiatry and other psychiatric sub- 
specialties. 

3. Advises those in District Health Authorities responsible 
for planning, purchasing and providing forensic psychiatric 
services at Regional, District and Unit levels. 

4. Identifies the need for and promotes appropriate and 
desirable research into the specialty in consultation with 
appropriate others, e.g. academic departments of general 
psychiatry, forensic psychiatry, academic psychology, 
criminology, social work, and law. 

5. Identifies educational and training needs relating to tb 
specialty and ensures suitable responses, in line with 
requirements of Royal College of Psychiatrists and other bodie; 

6. Clinical duties as per standard Consultant Contract. 


SESSIONS: 


For local agreement. 
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REVIEW OF HEALTH AND SOCIAL SERVICES FOR 
MENTALLY DISORDE RED OFFENDERS AND OTHERS 
REQUIRING SIMILAR SERVICES 



REPORT OF THE STAFFING AND TRAINING ADVISORY GROUP 



...a range of diverse organisations learning to march 

to the same tune . " 

- DEREK CHISWICK (1992) BMJ 304; 267 




Printed image digitised by the University of Southampton Library Digitisation Unit 



REVIEW OF SERVICES FOR MENTALLY DISORDERED OFFENDERS 
REPORT OF THE STAFFING AND TRAINING ADVISORY GROUP 



Contents 



1 .1 . ONLY A BEGINNING 



1.2. Background 

1.6. The Scope of the Group 5 s Work 

1.13. The resource implications of change 

1.18. Academic development 

1.20. The format of the report 

1.22. Voluntary and independent services 



2.1 . CURRENT STAFFING LEVELS 

2.2. Medical staffing 

2.19. Nursing 

2.20. Psychology 

2.25. Therapists 

2.31. Social services 

2.40. Police and probation services 

2.41. Education 

2.43. Prison care 

2.55. Conclusions 



3.1 

3.3. 

3.14. 

3.37. 

3.43. 

3.47. 

3.48. 

3.62. 

3.63. 
3.69. 
3.73. 



FUTURE STAFFING IMPLICATIONS 
General factors 
Medical staffing 
Nursing 
Psychology 
Therapists 
Social services 
The police 
Probation services 
Education 
Conclusions 



4.1 . 

4.6. 
4.24. 
4.37. 
4.41 . 
4.49. 
4.62. 
4.71 . 
4.73. 



Printed image digitised by the University of Southampton Library Digitisation Unit 



TRAINING AND EDUCATION NEEDS 

Training for medical staff 

Nursing 

Psychology 

Therapists 

Social services and probation 

Staff of the criminal justice system 

Education 

Conclusions 



5-1 « 

5.3. 

5.8. 

5.13. 

5.16. 
5.22 . 
5.30. 
5.36. 
5.40. 
5.44. 



MULTI-AGENCY ISSUES 
Equal opportunities 
Multi-professional core teams 

Initial assessments of people thought to be mentally 
disordered 

The recording and availability of information 
Court diversion schemes 
Care programmes 

Assessment of risk and responses to violence 

Central referral points 

Transport 



6. list of recommendations 



Figures 



1 . Medical Staff in Special Hospitals 

2 . National targets for senior registrars 

3. Contacts by a sample of general psychiatrists (or their 

staff) with the criminal justice system 

4. Structure of qualifications! personal social services 

5. Mentally disordered offenders: prevention and diversion 

indicators 



Annexes 

A Membership of the advisory group 
B Recommendations of the earlier advisory groups 

C The voluntary sector 

D Terms of reference of JPAC 

E Contacts between general psychiatrists and the criminal 
justice system 

F Social services provision: summary of survey of 14 SSDs 

G Provision for mentally ill people: statistical tables 

H Outline job description for Regional consultant adviser in 

forensic psychiatry M 

I Taunton Deane and West Somerset court diversion scheme: A 

Very Modest Project" 

j Ethical issues concerning psychiatric care in prison (Royal 
College of Psychiatrists) 

K Local Authority Social Service Letter (91)12: Criminal 
Procedure (Insanity and Unfitness to Plead) Act 1991 
L Education and training in the NHS: Summary of Working Paper 
10 

M Purpose and objectives of approved social worker training 

N Extract from the Code for Crown Prosecutors 

0 Wessex RHA: Project to improve access and take-up of health 
and social services by discharged prisoners with a mental 
disorder 



Printed image digitised by the University of Southampton Library Digitisation Unit 



Abbrev iations 



CR Report of the community advisory group (1991) 

HR Report of the hospital advisory group (1991) 

PR Report of the prison advisory group (1991) 

OV The Reports of the Service Advisory Groups: An 
Overview (1991) 

wte whole time egivalent 



Acknowledgements 



We are grateful to the following colleagues from outside the 
Department of Health and Home Office for contributing material 
that has been incorporated directly into this report: 



Central Council for Education and Training in Social Work: 
Figure 4 and Annex M 

National Association for the Care and Resettlement of 
Offenders: Annex C 

Dr Stephen Blumenthal and Dr Simon Wessely: Annex E 
Staff contributing to the diversion project of the Petty 
Sessional Divisions of Taunton Deane and West Somerset: 
Annex I 

The Royal College of Psychiatrists: Annex J 
The Crown Prosection Service: Annex N 
Ms Helen Grace Bennett (Wessex RHA) : Annex 0 



Printed image digitised by the University of Southampton Library Digitisation Unit 



Chapter Ones 
ONLY A BEGINNING 



"’Begin at the beginning , ' the King said 
gravely , 1 and go on till you come to the 

end; then stop . 1 ” 

- LEWIS CARROLL e Alice’s Adventures 
in Wonderland , Ch » 1 2 



1.1. This is the report to the Steering Committee of the staffing 
and training advisory group. 



BACKGROUND 



1.2. Advisory groups concerned with community, hospital and 
prison services respectively reported to the Steering Committee 
on 26 September 1991. Their reports were published for 
consultation on 1 3 November 1991. 

1.3. Three further advisory groups, including our own, were asked 
to develop the framework established by the earlier groups and 
to identify in particular the resource implications. The other 
groups are concerned with finance and research. A fourth group, 
drawn from representatives of the staffing and training and 
research groups, was established in January 1992 to consider 
academic development. It is reporting directly to the Steering 
Committee, but a major part of its work is closely linked to our 
own (see paragraphs 1.18-1.19). 



5 'Special needs” groups 



1.4. Review officials have been considering services for a range 
of "special needs” groups (those listed at paragraph 7 of the 
Steering Committee's Overview of October 1991, together with the 
needs of homeless people) . Their report, together with a series 
of discussion papers, is being submitted to the Steering 
Committee simultaneously with this one. Many of the issues are 
being considered in the context of services for mentally 
disordered offenders for the first time nationally. We have 
picked up some of the staffing and training issues, including 
some of those relating to equal opportunities (see paragraphs 
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c Q_c 7 \ h u t we have not considered them as a whole. That is not 
I' refaction 'on their importance; it is dictated by the overall 
framework of what is inevitably a very complex^ revrew. Jhe 
Steering Committee will need to consider, be 
in mid- 199 2, how such issues are to be addressed. 

1 5 Officials have been maintaining contact with the group 

established by the Department of Health, led initially .by the 
late Peter Searle and latterly by Professor Jim Mansell, that has 

been looking at services for people with learning tf^tiouraJ 
(mental handicap) and severe psychiatric or *e*avrou 
disturbance. The final recommendations on iearnrng disabilities 
of our own review will need to take account of the findings of 
that group , likely to become available m Spring 

* WE RECOMMEND that the Steering Committee considers how work 
on the staffing and training implications of services for 
mentally disordered offenders with special needs can best 
be carried forward . 



THE SCOPE OF THE GROUP'S WORK 



1.6. We met first on 1 1 November 1991. Our membership is set out 
at Annex A. Our broad remit has been has been: 

"to examine the numbers of specialist staff needed in the 
various disciplines and the consequential training needs. 

It included: 

"the forensic training that may be needed for general 
psychiatrists, psychiatric nurses and community supervisors 
(including the probation service) ... and also issues arising 
from the Prison Medical Service Scrutiny, in particular the 
recommendation to contract in a full psychiatric service 
(remit agreed by the Steering Committee, July 1991). 



Services outside England 



1.7. Formally we are concerned only with services in England, but 
we appreciate that many of our recommendations, especially for 
training, may affect other parts of the United Kingdom, 
especially Wales for which the Home Office (unlike the Department 
of Health) has a remit. As noted in the earlier advisory group 
reports, there has been a separate review of forensic psychiatric 
services in Wales (OV 12-13; CR 1.5), the report of which was 
issued for consultation on 16 March 1992. The first medium 
secure unit in the Principality opened at Bridgend in February 
1992 and a consultant-led service is planned for North Wales. 
These developments are intended to form part of a broadly-based 
service for mentally disordered offenders. 
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Some cautionary notes 



1.8. It will be apparent from our report that determining 
staffing and training needs in this service area is far from 
being an exact science. Part of the difficulty is that mentally 
disordered offenders are (quite properly) cared for and treated 
by a range of services that mostly bear a non- forensic ' label" . 
It is therefore hard to establish current staffing levels and 
distribution. Even then, it is clear from the findings of the 
earlier advisory groups that many offenders are not receiving the 
care and treatment they need, nor, in many instances, are they 
to be found in the most suitable location. 

Importance of objective needs assessments 

1.9/ It is only through an aggregation of effective local needs 
assessments (on the basis of which services can be planned, and 
their resource implications identified, with reasonable 
confidence) that a credible staffing and training profile could 
be developed. It is important that needs assessments are carried 
out objectively - and are not primarily finance-driven - to 
ensure that they properly reflect the requirements of the client 
group (including wider demographic factors ) : 

"the agenda for needs assessment ... is precisely about 
defining the nature and level of services required to care 
for and improve the health of a population" (NHS Management 
Executive (1991) Assessing health care needs; CR 4.9); 

"in their plans [social services departments] should 
identify the care needs of the local population taking into 
account factors such as age distribution, problems 
associated with living in inner city areas, special needs 
of ethnic minority communities, the number of homeless or 
transient people likely to require care (HMSO (1990) 
Community Care in the Next Decade and Beyond, paragraph 
2.25). 

1.10. In their response to the earlier review reports, Ministers 
have endorsed the importance of such assessments (House of 
Commons written answer, 13 Nov 1991 : see NHS Management Executive 
Letter (92)6), in particular (but by no means exclusively) to 
enable new targets to be set for medium secure provision. These 
are to be undertaken in each NHS Region before the end of May 
1992 and will need to involve other agencies (see Executive 
Letter (92)24). In addition, future information needs and 
measures of performance and quality (CR 4.11-4.13), including 
those relating to staffing, are being addressed by a small group 
that has reported initially to the finance advisory group. 
Follow-up work in those areas is likely to continue beyond the 
end of the review. 

Interim estimates 

1.11. In the meantime, we have made our best attempt to identify 
the current staffing and training picture, the changes that might 
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be needed if services were to be developed as the earlier 
advisory groups envisaged,, and what might be the constraints on 
such development. Our findings should be useful for initial 
planning purposes, but they need to be built upon as better 
information becomes available. It will be important in particular 
to identify priority staffing areas and to take account of lead 
times for the training and appointment of suitable staff. 

1.12. We emphasise also that we are not in the business of 
proposing staffing norms for particular services or disciplines. 
As implied above, precise staffing requirements must be 
determined locally to reflect a particular level and pattern of 
services based on needs assessment and quality requirements. It 
may be tempting to take a (possibly crude) national estimate and 
make a simple calculation according to the population of a 
district or Region. In most instances, this is not a satisfactory 
approach. Similarly, arrangements for training should, wherever 
possible, be employer- led" (see paragraph 4.4), although clearly 
professional and other national bodies, as well as the Department 
of Health and the Home Office, have an important and continuing 
part to play in the training process. In some instances, they are 
responsible for recommending staffing levels for specific 
functions . 

* WE RECOMMEND that our findings are used as a basis for 
initial planning? but that the results of objective local 
needs assessments , together with data obtained in due 
course from improved information and other systems? should 
be built into rolling projections of future staffing and 
training needs. 

* WE RECOMMEND that staffing requirements are determined 
locally to reflect the level and pattern of services 
indicated by needs assessments and quality requirements . 
They should, not be calculated simply as a proportion of 
broad national estimates. 



THE RESOURCE IMPLICATIONS OF CHANGE 



1.13. Of one thing we are quite certain. The staffing and 
training - and , hence , financial - implications of the scale of 
change outlined in the earlier reports are very considerable . 
Among these are the complexities of skill and grade mix. What is 
more, services will need to develop amid much broader changes in 
mental health and related services. 

1.14. No doubt some progress could be achieved (indeed, already 
is being achieved in many areas) through more effective use of 
resources, in particular, through closer multi-agency working (CR 
3.27-3.33). New arrangements for purchasing services may assist 
in some instances, though many potential patients are currently 
a charge to the criminal justice system and would therefore be 
an additional call on the health and social services. This review 
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itself, and the Home Office Circular 66/90 (CR, Annex B) 
immediately before it, have helped to raise the public, political 
and service profile of mentally disordered offenders, possibly 
to the highest point for over 15 years. This may serve to 
stimulate a "bottom up" increase in expenditure relative to other 
local priorities. 

1.15. But establishing a better framework, essential though it 
is, and even if coupled with some new resources found from within 
current allocations, cannot offer a complete solution. Just as 
diversion schemes (see paragraphs 5.22-5.29) serve to point a 
mentally disordered offender in the right direction, but are, to 
quote the community advisory group, "merely the end of the 
beginning" (CR 3.50), so the development of shared systems, new 
methods of purchasing, and more productive liaison are really 
only a starting point. 

1.16. Specialised services for many mentally disordered offenders 
are highly labour-intensive. The care and treatment of perhaps 
a majority of offenders within mainstream mental health services 
(CR 3. 7-3. 8) will have implications for those services; it cannot 
be assumed (nor did the earlier reports assume) that they could 
simply absorb an influx of new patients. The increase in capital 
funding for new medium secure places from £3 million in 1991/2 
to £18 million in 1992/3 (Department of Health Press Release 
H92/38) is very welcome, but it needs to be borne in mind that 
achievement of even the existing ("Glancy") target of 1,000 beds 
(OV 22) may require the appointment of well over 1,000 staff (see 
paragraphs 3.9-3.10), The contracting-in of mental health care 
services to prisons (PR 5.25-5.31; paragraph 2.44 below) cannot 
be done within existing financial or staffing resources if 
patients are to receive the equality of care envisaged in last 
year's prison White Paper ( Custody f Care and Justice, Cm 1647) 
(PR 4.14). Nor can it be taken for granted that "care programmes" 
(see paragraphs 5.30-5.35) will ensure that patients diverted or 
discharged from the criminal justice system will receive the 
coordinated care they need; the operation and resourcing of such 
arrangements for mentally disordered offenders need careful 
attention . 

1-17. Time and again in the course of this review the question 
has been asked, " what about resources ?" The finance advisory 
group is looking at financial resources. Our answers on the 
staffing and training components are as unambiguous as present 
data and projections will allow. 



ACADEMIC DEVELOPMENT 



1.18. The report of the academic development advisory group 
highlights the need to expand the academic base for all 
disciplines working with mentally disordered offenders. As a 
general principle, it favours multi-disciplinary development in 
departments with a proper infrastructure, rather than scattered 
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posts in academic vacua. It acknowledges the contribution made 
by staff working with prisoners, to which end there is 
important recommendation to establish a department of health car e 

for prisoners. 

1 19 There are clearly resource implications, including for 

staffing and training. It will be important, to ensure that jn 
adequate proportion of new posts created m the light of this 
review are devoted to academic work. However, the funding issues 
are complex and the responsibilities of the relevant Government 
Departments need to be resolved before significant progress can 

be made . 



THE FORMAT OF THIS REPORT 



1.20. This report is arranged as follows: 

Chapter 2: current staffing levels; 

Chapter 3: future staffing implications; 
Chapter 4: training and education needs; and 
Chapter 5: multi-agency issues. 



1 21 . Recommendations are highlighted as they arise in the 
report. There are 72 of them, set out in full in Chapter 6. The 
recommendations of the earlier advisory groups , to which we refer 
frequently , are reproduced , for ease of reference , at ANNEX 3. 



VOLUNTARY AND INDEPENDENT SERVICES 



1.22. This report does not consider in detail the staffing and 
training needs of the voluntary and independent sectors. Work 
on the latter is continuing as part of the review. The scale of 
voluntary services for mentally disordered offenders is described 
by the National Association for the Care and Resettlement of 
Offenders (NACRO) in The Resettlement of Mentally Disordered 
Offenders (1991): see extract at Annex C. 
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Chapter Two; 

CURRENT STAFFING LEVELS 



2.1. This chapter addresses the present staffing position for 
each discipline in turn, although not in priority order. Staff 
working in prisons are considered under a collective heading 
(paragraphs 2.43-2.54) . Unless otherwise stated, figures are for 
England only. 



MEDICAL STAFFING 



2.2. The following figures for England and Wales are taken from 
the Department of Health’s 1990 census and are based on returns 
by Regional Health Authorities (RHAs) . Where available, the most 
recent Royal College of Psychiatrists’ figures (collected 
separately) are given in parenthesis: 



SPECIALTY 


CONSULTANTS 

[N/A = not 

available 

separately] 


SENIOR 

REGISTRARS 


REGISTRARS 

[no College 

figures 

available] 


Forensic Psychiatry (a) 


73 


(70*) 


17 


(34) 


1 1 


General Psychiatry 
(excluding Psychiatry 
of Old Age) (b) 


1,253 


(N/A) 


350 


(327) 


694 


Child and Adolescent 
Psychiatry (c) 


386 


(N/A) 


108 


(144) 


31 


Learning Disabilities 
(Mental Handicap) (a) 


179 


(N/A) 


49 


(61) 


33 


TOTAL 


1,891 


(1,894) 


524 


(565) 


769 


Royal College figures: 
(a) 1991 (b) 1989 
(c) 1990 


^excluding 3 
vacancies 









Some differences between the data sets will be apparent. These 
are no doubt partly accounted for by different collection dates, 
but, even so, we recommend that the inconsistencies are 
investigated . 
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Academic posts 



2.3. The academic development advisory group has been analysing 
the number of posts dedicated to academic work . There are 
currently two professorial Chairs in forensic psychiatry (one 
supported by a department at the Institute of Psychiatry in 
London , the other a personal Chair at Birmingham) . Elsewhere 
there is a small number of lecturer and senior lecturer posts in 
forensic psychiatry and related fields, mainly funded by the NHS 
or the Special Hospitals Services Authority (SHSA). 



WE RECOMMEND that the apparent discrepancies between 
Department of Health .and Royal College of Psychiatrists 
staffing data are examined in the interests of seeking 
consistency in the future . 



Medium secure units 



2.3. Numbers of medical staff based in NHS medium secure units 
(Regional Secure Units) have not been collected systematically. 
However, figures supplied by RHAs indicated the following 
position at 31 January 1991: 





IN POST 


ESTABLISHMENT 


Consultants 


39 


39 


Senior registrars 


24 


27 


Registrars 


24 


22 



We understand that the Department of Health intends to collect 
annually numbers of medium secure unit staff in all disciplines. 

* WE RECOMMEND that (as is already intended) information on 
the staffing of medium secure units is collected on a 
regular and consistent basis. 

Special Hospitals 



2.5. In February 1992 there were 36 consultants (including 31 
forensic psychiatrists) working in Special Hospitals. The more 
detailed information at figure 1 was supplied by the SHSA at the 
same date. 



Policy on hospital medical staffing 



2.6. Following a joint initiative by the Department of Health, 
the profession and NHS management to address the need for a 
coherent strategy on hospital medical staffing, the concept of 
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Figure 1 



MEDICAL STAFF AT SPECIAL HOSPITALS (February 1992) 



ASHWORTH HOSPITAL 


Consultant Forensic 
Psychiatrists 


15 (including 1 in 
occupational health) 




Associate specialists 


- 




Senior Registrars 


2 (both forensic) 


HAMPTON HOSPITAL 


Consultant Forensic 
Psychiatrists 


6 ( including 1 full- 
time locum) 




Consultants in Mental 
Handicap ( learning 
disabilities) 


4 




Consultant General 
Psychiatrist 


1 ; 




Senior Registrars 


_ 




Other Consultants 


Ophthalmology and 
Microbiology: 1 
session each per week 


BROADMOOR HOSPITAL 


Consultant Forensic 
Psychiatrist 


9 (including 1 part- 
time) 




Associate specialists 


4 




Senior Registrars 


4 



Figure 2 

NATIONAL TARGETS ( March 1994) FOR SENIOR REGISTRARS 



SPECIALTY 


SENIOR REGISTRARS 


Forensic Psychiatry 


40 


General Psychiatry 


480 


Child and Adolescent Psychiatry 


178 


Learning Disabilities 
(Mental Handicap) 


96 


TOTAL 


794 



All targets are subject to regular review by JPAC ? whose recent work is 
summarised in its Report for the year 1990/1 (NHS Management Executive Letter 
(91)149). 
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Achieving a Balance was adopted in 1987. ihis envisages 
consultant expansion of at least 2% a year. 

2.7. There is no central control on the number of consultants. 
Decisions on numbers and their distribution between specialties 
are made locally in the light of priorities. It follows from our 
second recommendation at paragraph 1.12 that we support that 
approach in principle , driven as it should be by effective needs 
assessments. Inevitably, though , priorities are often competing 
with one another; it is therefore important to raise the status 
and profile of work with mentally disordered offenders (see 
paragraph 1.16) as part of helping to ensure that it receives its 
fair share of available resources. 

2.8. Numbers of senior registrars and registrars are controlled 

by the Joint Planning Advisory Committee (JPAC ) : see terms of 

reference at Annex D* The national targets at figure 2 for senior 
registrars have been set by JPAC for achievement by March 1994: 

* we RECOMMEND that the adegaacy of relevant targets for 
senior registrar and registrar numbers is considered in 
light of recommendations made by the current review . 



General psychiatrists 



2.9. The Royal College of Psychiatrists estimates that, on 
average, general psychiatrists undertake about 2—3 forensic 
sessions per month. 

2.10. Preliminary research findings for this review by Blumenthal 
and Wessely (The Extent of Local Arrangements for the Diversion 
of the Mentally Abnormal Offender from Custody: Preliminary 
Report f April 1992), based so far on a sample of 128 general 
psychiatrists surveyed in January /February 1992, suggests 
widespread, though often patchy and mainly ad hoc r contact 
between general psychiatry and the criminal justice system. Only 
9% of the sample claimed no such contact, although, for the 
majority, their interaction consisted mostly of occasional visits 
to police stations or magistrates' courts: see figure 3. Only 28% 
had contacts at least once a month and this work rarely formed 
part of a formal job description (19% for contact with police 
stations, 9% for magistrates’ courts, and 16% for remand 
prisons). About 10% reported regular involvement in a diversion 
scheme and 36% attended police stations on a rota basis. Only a 
small number had regular meetings with other professional staff 
working with mentally disordered offenders. These were most 
frequently with probation officers (whom 20% of general 
psychiatrists met regularly). 

2.11. The present survey data are set out in more detail at Annex 
E. The researchers will be submitting a substantive report before 
the end of the review. 
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Figure 3 



CONTACTS BY A SAMPLE OF GENERAL PSYCHIATRISTS (OR THEIR 
STAFF) WITH THE CRIMINAL JUSTICE SYSTEM 
( January /February 1 992 ) 



QUESTION: How often do you, or a designated member of your psychiatric team, 
visit a local police station, a magistrates ' court and/or remand prison to 
perform psychiatric assessments with the purpose of diverting mentally 
disordered offenders from custody? 



FREQUENCY 


Police Station 

[% of sample who 
visit] 


Magistrates ' 
court 


Remand prison 


Weekly 


0 


1 .6% 


0.8% 


Fortnightly 


8.6% 


0.8% 


3.1% 


Monthly 


14.8% 


0.8% 


2.3% 


Less than 
monthly 


60.2% 


28.9% 


57.8% 


Not in the last 
12 months or 
never 


16.4% 


68% 


35.9% 


SAMPLE = 128 









Bl umenthal/Wessely ( 1 992) 



[see also Annex J?] 



"Section 12'* doctors 



2.12. Lists of medical practitioners (many of them GPs) approved 
under section 12(2) of the Mental Health Act 1983 "as having 
special experience in the diagnosis or treatment of mental 
disorder" are maintained by RHAs. It is important that lists are 
kept up to date. These doctors do not provide a collective pool 
of forensic expertise, but they do see mentally disordered 
offenders in the course of their work. Data for four Regions 
(February 1992) give some indication of the numbers involved: 



REGION 


SECTION 12 DOCTORS 


REGIONAL POPULATION 


Mersey 


258 


2.5 million 


South East Thames 


412 


3.6 m 


South Western 


270 


3.2m 


West Midlands 


407 


5.2 m 



cr 

ft u*w*i w 
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Department of Health Circular (90) 2 1 /Local f^hor ity Circular 
(90) 9 requires district health authorities (DMAs) t 

"satisfied that each provider unit which receives^ detained 
patients has available at least two approved doctors. 



Forensic medical examiners (police surgeons) 



2.13. There is a target of one per 1 00 ,000 population for 
forensic medical examiners. This would point to a figure of 
around 500 examiners for England and Wales, although in 
about 900 are employed on a full retainer fee (of £ r P 

annum) and 1,600 at a more nominal rate (£400 pa ) .A further 200 
are employed occasionally, but receive no retainer . Attendance 
fees are payable in addition to retainers. The community advisory 
group recommended closer links between forensic medical examiners 
and local psychiatric services and suggested that specialist 
medical panels might assist examiners to acquire relevant 
expertise in the handling of mentally disordered offenders <CR 
2.18-2.19) . 



General practitioners 



2.14. The report of the community advisory group highlighted the 
importance of GPs in the treatment of mentally disordered people 
generally (CR 3.43). However, the majority of mental health 
episodes they see are mild and of short duration, whereas a 
number of patients in the offender group will also need 
specialised services, possibly on a continuing basis. There is 
particular pressure on GPs in inner city areas where mental 
health problems (including the prevalence of patients with 
special needs, eg, substance misusers) are more concentrated. 

2 15 The distribution of GPs is determined by criteria set by 
the Medical Practices Committee. At present we do not have 
figures to demonstrate in staffing terms the overall GP input to 
services for mentally disordered offenders specifically. However, 
Family Health Service Authorities are now responsible for 
assessing the health needs of their population and developing 
their primary care services on that basis. The needs of mentally 
disordered offenders should be reflected in that process . 

2.16. There is some evidence that forensic psychiatry patients 
are less likely than acute mental illness and general medical 
patients to be registered with a GP (see Shaw and Holloway (1991 ) 
BMJ 303; 628). However, a number of GPs are approved under 
section 12 and others make an important contribution to prison 
health care. Their role in the operation of "care programmes’ 1 
(see paragraphs 5.30-5.35) is identified in Department of Health 
Circular (90)23 (CR, Annex E) . The community group noted the 
Health of the Nation (Cm 1523, 1991 ) reference to 1 in 4 adults 
each year visiting their GP with symptoms of mental illness, 
together with other estimates of what happens to cases brought 
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to the attention of GPs (CR 4.4). On this basis, the Department 
of Health estimates that: 



almost 9 million people each year consult a GP about a 
mental health problem; and that: 

of these, GPs will recognise over 40% (about 4 million) as 
suffering from a mental illness. 

Another estimate is that about 70% of women and 50% of men will, 
at some time, consult a GP about their mental health (Smith and 
Jacobson (ed) (King’s Fund, 1988) The Nation's Health). 

* WE RECOMMEND that Family Health Service Authorities ensure 
that their assessments of need and consequent planning of 
primary care services take account of mentally disordered 
offenders and the links that will be necessary with other 
agencies . 



Psychotherapy 



2.17. Department of Health figures (1990) for medically-trained 
psychotherapists in England and Wales, together with the most 
recent available data from the Royal College of Psychiatrists, 
are as follows : 





DEPARTMENT OF HEALTH 


ROYAL COLLEGE OF 
PSYCHIATRISTS 


Consultants 


94 (including 5 
academic) 


114 


Senior Registrars 


27 


27 


Registrars 


8 


not available 



2.18. In February 1992 there were 3 full-time consultant 
psychotherapists working in Special Hospitals (all at Broadmoor) . 
Some medium secure units employ psychotherapists on a sessional 
basis (including, in one instance, a part-time family therapist) 
and others work in specialised units, with, for example, children 
and adolescents (St Charles Youth Treatment Centre), people with 
personality disorders (Henderson Hospital) and prisoners 
(Grendon) . 



Future medical staffing needs are considered at paragraphs 3.14-3.36 and 
training and education needs at paragraphs 4.6-4.23. 



Printed image digitised by the University of Southampton Library Digitisation Unit 



NURSING 



Local services 



2.19. The number of c<^unity psycftra toe m^es^CPNs^) | 

full-time with mentally d: ^orde : red “ to be no mor e than 

specialist interest in < this 9 «W « £*££*£ mental illn ess 

serviced generally continues to rise, more than trebling between 
1981 and 1990/1 (from 1,083 to 3,598). 



Medium secure units 



2 20 RHA figures showed that, at 31 January 1991, 1 / 2^ 
of varying grades were working in medium secure units, 

an establishment of 1,356. 



nurses 

against 



Special hospitals 



2 21. The following whole-time equivalent (wte) staff in post 
figures were provided by the SHSA in January 1992. 



Ashworth Hospital 


865.85 nurses (690 beds) 


Ramntnn Hospital 


736.78 nurses (610 beds) 


RroadTnorvr Hospital 


553.5 nurses* (505 beds) 


TOTAL 


2,156.13 nurses* (qualified and 
unqualified) 





* Ashworth and Hampton count nvrs, es on tne oa ^ ^. t h Employs 868 nurses, 
counts any part-time nurse as half-time. Asnworzn emp uy 

Broadmoor 562 and Rampton 748 (total - 2 , 178 ) . 



2.22. The SHSA recently announced its intention to create v within 

its existing nursing complement) 80 new ward 1992 (from over 

were expected to be filled by the end of March 1992 (from over 

500 applicants). 



Future nurse staffing needs are considered at paragraphs 3.37 3.42 and 
training and education needs at paragraphs 4.24-4.36. 



PSYCHOLOGY 



2.23. Information provided by the British Psychological Society s 
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Working Party on Services for Offending and Antisocial Behaviour 
(February 1992) indicates that there are 110 clinical 
psychologists working with offenders in England and Wales. 35 are 
employed in Special Hospitals and 65 in NHS services. The 
remainder work in penal establishments and Youth Treatment 
Centres. RHA returns indicated that 36 psychologists were 
employed in NHS medium secure services at 31 January 1991, 
compared to an establishment of 46. There is a Chair of forensic 
psychology at the University of Birmingham. 

2.24. The most recent comprehensive survey of NHS clinical 
psychologists was carried out by the Department of Health's 
Manpower Advisory Group (MPAG) in 1989. This showed that, of 
almost 60 wte posts funded for forensic work, 10.5 (about 18%) 
were unfilled, a similar proportion to that for clinical 
psychology as a whole (21%; cf 14% in 1985). There is some recent 
evidence of improved recruiting for forensic work. 



Future psychology staffing needs are considered at paragraphs 3.43-3.46 and 
education and training needs at paragraphs 4.37-4.40. 



THERAPISTS 



Occupational therapists 



2.25. The most accurate information on NHS occupational 
therapists (OTs) is for the whole of the United Kingdom in 1988. 
There were then 3,624.8 wte OTs employed in the mental illness 
field. This was almost 25% of the total OT workforce. Anecdotal 
evidence suggests there has since been a slight reduction. 

2.26. In 1990 there were 1,054 full-time and 861 part-time OTs 
employed by local authorities. The estimated wte was 1,510 (cf 
1390 in 1988). In 1988 95% of local authority OTs were women. 

2.27. We have figures for OTs working with mentally disordered 
offenders in secure settings. There were 62 qualified OT posts 
(some part-time) in NHS medium secure services at 31 January 
1991, of which 44 were filled. These posts are supported by 
almost equal numbers of unqualified staff. There is also an 
established OT post at each of the three Special Hospitals. 



Phy s iotherapi s t s 



2.28. The most accurate information on physiotherapists is for 
1988 and relates to the UK. Of 11,462 physiotherapists then in 
post, only 367 were employed in the mental illness field. 
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Speech therapists 



2.29. Speech therapists are comparative newcomers to mental 
illness services, though well-established in the 
learnina disabilities. The Department of Health estimates that 
up to lOO wte speech therapists (out of 2,850 in England) are 
working with mentally disordered offenders. However, estimates 

are complicated by 

or respond to individual referrals. There is a full-time speech 
therapist at each Special Hospital, plus a sessional post at 
Ramp ton and a recently agreed post at Broadmoor to work with 

hearing impaired patients . 



Other therapists 



2 30 No collective data are available on other therapists ( eg 
drama, art and remedial gymnasts) working with mentally 
disordered offenders. Information on medically quail xe 
psychotherapists is at paragraph 2.15 above. 



Future therapy staffing needs are considered at paragraph 3.47 and training 
needs at paragraphs 4.41-4.48. 



SOCIAL SERVICES 



Local services 



2.31. There is no precise information on the number of social 
services staff (social workers as well as residential and day 
care staff and others) working with mentally disordered 
offenders. Indeed, there is a need for better data on staff 
working in mental health services generally. 

2.32. A survey of 1 4 social services authorities undertaken for 
this review has provided some helpful information on activity 
with mentally disordered offenders (see Annex F) , but generally 
did not identify current staffing levels. However, it bears out 
impressions gained in the course of discussions with social 
services representatives in each Region that the key service 
components in this area are increasingly gaining attention, a 
process in which Home Office Circular 66/90 has clearly been 
influential. It will also be of some assistance in estimating 
longer-term needs, but can be no substitute for effective 
community care plans (see paragraph 3.43). 

2.33. Such information as is available on general mental illness 
services (Department of Health Statistical Bulletin 3(8)91 ) shows 
that local authority residential places rose by 17% from 3,7 24 
in 1980 to 4,349 in 1990. More significantly, voluntary and 
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private places increased by over 240% from 2,142 to 7,357 in the 
same period. Total day centre places rose from 5,588 in 1980 to 
9,882 in 1990. There are also places in day centres for mixed 
client groups. More detailed information is at Annex G. 

Staff in local authority mental illness homes and hostels 

2.34. Provisional 1989 staffing figures for local authority homes 
and hostels for mentally ill people are as follows: 



Wardens and deputies 


382 


Care staff, including assistants 


940 


Others 


265 


TOTAL 


t" 

CO 

in 


% of care staff 


59.2 


Places per number of staff 


1 .6 



2.35. Staffing figures for day centres are not available. 
Learning disabilities 

2.36. The following information on local authority services. for 
people with learning disabilities is available for 1990: 





PLACES 


NUMBER OF STAFF 


Residential homes and 
hostels 


16,886 


11,929 


Adult Training 
Centres/ Special Needs 
Units 


55,897 


11,724 



At the same date there were 7,894 places available in voluntary 
homes and 8,382 in private homes, making a total nationally of 
33,162. Staff numbers for voluntary and private homes are not 
available . 

Approved social workers 

2.37. Social services authorities are required by section 1 1 4 of 
the Mental Health Act 1983 to appoint "a sufficient number of 
approved social workers for the purpose of discharging the 
functions conferred on them by this Act” . Numbers are rather 
fluid and no national figure is currently available. The Central 
Council for Education and Training in Social Work (CCETSW) holds 
information on those who do the requisite training (see paragraph 
4.55) . 

* WE RECOMMEND that the Department of Health considers the 
need for more comprehensive data on the staffing of social 
services for mentally disordered offenders (and f where 
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appropriate, general mental illness and learning disability 
services ) . 



Staff working in medium secure units 



2.38. The number of social workers reported by RHAs as working 
in medium secure units at 31 January 1991 was as follows: 





Establishment 


In post 


Approved Social 
Workers 


35 


33 


Social Workers 


6 


6 



All were employed by social services authorities, except in one 
unit to which a probation officer had been seconded. There was 
little consistency in the distribution of staff, and the figures 
are therefore analysed, with an eye to future needs, at 
paragraphs 3.58-3.59. 



Special Hospitals 



2.39. The SHSA employs social workers directly: 



Director of Social Work 


3 


Deputy Director 


4 


Senior Social Worker 


34 


Other 


1 


TOTAL 


42 



Future staffing needs of social services are considered at paragraphs 3 . 48- 
3.61 and the training and education needs of social and probation services at 
paragraphs 4.49-4.61. 



POLICE AND PROBATION SERVICES 



2.40. As with local authority social services, there are no 
precise data on the contribution of police or probation staff to 
work with mentally disordered offenders. The community advisory 
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group noted that the police were often the first point of contact 
with such offenders (CR 2.4), yet, as we discuss at paragraphs 
5.13-5.15, available information on contacts is patchy. Home 
Office information on probation involvement is expected to 
improve. Some specific figures (for example, about 1,000 
probation orders with condition of psychiatric treatment per 
year) are already available, but these form only a small part of 
the total picture. Circular 66/90 and the community group report 
envisage a growing role for probation staff as part of multi- 
disciplinary teams and in community care generally (see paragraph 
3.67 below). 45% of probation areas recently cited the need for 
a more positive approach by the probation service as a reason for 
current irregular contact with the specialised mental health 
services (Blumenthal and Wessley, op cit) . 



Future needs for police and probation staff are considered at paragraphs 3.62- 
3.68. Police training needs are addressed at paragraph 4.62 and those of 
social services and probation at par graphs 4.49-4.61. 



EDUCATION 



2.41. The National Institute of Adult Continuing Education 
( NIACE ) is collecting information for the review on educational 
provision for mentally disordered offenders. The 1992 survey of 
medium secure units (see paragraph 2.3) will also provide data. 
Most medium secure units have some eductional input, usually 
provided by a mix of full and part-time staff seconded 
temporarily from local education authorities. 

Special Hospitals 

2.42. The SHSA has provided the following information on 
education staff working in Special Hospitals at April 1992: 





Full-time 

directly- 

employed 


Seconded full- 
time from local 
education 
authority (LEA) 


Part-time (ie 
sessional) LEA 


ASHWORTH 


4 


17 


13 


BROADMOOR 


4* 


- 


see below* 


RAMPTON 


- 


15 


approx 22-25 (7 
wte) 



* Education at Broadmoor is provided on a slightly different basis to that at 
the other Special Hospitals. A pool of "outside" teachers and lecturers 
(including from the LEA) is drawn on as necessary without formal contract. 
Hence, the figure of 4 full-time staff understates the overall educational 
input . 



Future education staffing needs are considered at paragraphs 3.69-3.72 and 
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staff development needs at paragraphs 4.71-4.72. 



PRISON CARE 



2.43. This section considers current staffing of the Prison 
Medical Service (PMS) (to become the Health Care Service for 
Prisoners on 1 May 1992). The staff identified below are mostly 
concerned with a range of work that extends well beyond the 
mental health care of prisoners. However, Gunn's finding that 38% 
of his sample of adult male prisoners had a psychiatric diagnosis 
of some sort ( Mentally disordered prisoners f 1991; OV 19) is 
worth noting here. 

2.44. Major changes will occur over the next few years as the 
Health Care Service moves from a "provider" to a "purchaser" 
function (see Directorate of Prison Medical Services (1991) 
Contracting for Prison Health Services) and as the wider Prison 
Service is due to become an Executive Agency from April 1993 
(House of Commons Official Report , 11 Mar 1992). The intention 
for the future is that full mental health care services will be 
contracted in from the NHS (PR 5.25-5.31 and paragraph 3.24 
below) , together with social work and (we recommend) probation 
components (see paragraph 3.63). 



Medical staffing 



2.45. There are about 120 prisons in England and Wales. Each has 
either a full-time Managing Medical Officer, who may be a basic 
grade Medical Officer (MO) , a Senior Medical Officer, or a part- 
time MO (usually a general practitioner contracted for prison 
duties on a sessional basis). The number of medical staff varies 
according to the size of the establishment. A smaller unit, for: 
example, might only have a part-time MO with locum support from 
GPs. Senior Medical Officers also have supervisory 
responsibilities for neighbouring establishments. 

2.46. The target staffing level for all grades of medical officer* 
at 1 February 1992 was 273 (139 full-time and 134 part-time 
posts). There was a shortfall at that date of 15, with 128 full- 
time and 130 part-time officers in post. Of the part-timers, 72 
were acting as Managing Medical Officers and 58 supporting full- 
time officers. 

2.47. A Royal College of Physicians working party recorded that, 
in 1987/8, 9,410 prisoners were referred to visiting- 
psychiatrists with sessional appointments and that a further* 
2,875 were seen by psychiatrists consulting as required (Home 
Of f ice/Department of Health (1990) The Prison Medical Service in 
England and Wales : Recruitment and Training of Doctors, paragraph! 
3.11). 
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llursing 



2.48. Hospital officers usually provide nursing care in male 
establishments and nursing grade staff that in female prisons, 
A process of integrating the grades has begun, as part of much 
wider changes to prison nursing (see paragraph 3.42). 

Hospi tal offi cers 

2.49. At 31 January 1991 there were 1,097 hospital officers in 
post compared to a target figure of 1,307. However, the target 
included staffing for the acute psychiatric unit at Brixton and 
the new prison at Belmarsh which were not then fully operational. 
The in-post figure did not include those recently qualified and 
awaiting postings, student hospital officers, nor those 
undergoing discipline training. Taking these factors into 
account, basic grade vacancies were effectively only 42. 

2.50. The target for hospital officers has changed little since 
1987 when it was set in the light of the Fresh Start changes to 
working practices. The PMS takes the view that reductions in 
working hours then have not been recouped fully by new 
appointments . 

Nursing grades 

2.51. At 31 January 1991, the target staffing level for nursing 
grades was 280, with 213 in post. The shortfall of 64 was due in 
part to a year-long "freeze" on nurse recruitment and to the 
development of Belmarsh. 



Psychologists 



2.52. There are currently 133 psychologists employed by the 
Prison Service. Only a small number are clinical psychologists 
qualified for NHS work; most have been trained as prison 
specialists. They are supported by 33 psychological assistants. 
The vast majority of these staff (138) work in prisons, the 
remainder in headquarters posts. 32 prison establishments have 
a resident psychology unit and another 35 receive some visiting 
services. At present services are distributed unevenly between 
prison service areas. 



Probation officers 



2.53. Probation officers are seconded for work in prison. They 
are not part of the Prison Medical Service . 
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Prison education 



2.54. Prison education departments are usually staffed by 
teachers from local education authorities. NIACE has made the 
point that "education providers within prisons, perhaps because 
they are a "neutral” part of the penal system, can link 
effectively with the providers outsied in order to assist 
offenders with the transition to support and development" 
(consultation response, Dec 1991). Among the whole prison 
population, student education hours rose from 5.56 million in 
1987/8 to 7.75 million in 1989/90 ( Custody , Care and Justice, 
paragraph 7.10). In the first quarter of 1991, 13% of all 
occupied inmate time was spent on daytime education and 6% on 
vocational training or construction and industry courses (ibid, 
paragraph 7.25). The Prison Service has appointed a full-time 
coordinator for National Vocational Qualifications, assisted by 
five developmental officers (ibid). 



Future staffing requirements for work with prisoners are considered in Chapter 
3 under the section headings for each discipline. Chapter 4 adopts a similar 
approach to training and education needs. 



CONCLUSIONS 



2.55. The figures given are the most accurate currently 
available. They were more readily obtainable for staff based in 
secure services. In some instances, the dearth of information 
impedes projections of future staffing (and, hence, training) 
needs. This places added importance on local needs assessments. 
As noted at paragraph 1.10, work on future information needs 
generally is being undertaken through the review. 
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Chapter Threes 

FUTURE STAFFING IMPLICATIONS 



3.1. The earlier advisory groups made 87 recommendations, many of 
which, if implemented, would have significant implications for- 
staffing in all disciplines. As already noted, it is extremely 
difficult at present to be precise about numbers; these may become 
clearer once local needs assessments have been carried out (see 
paragraphs 1.9-1.10). 

3.2. This chapter begins with some general observations about 
staffing projections, including, specifically, those for medium 
secure services (see paragraphs 3.9-3.11) where significant growth 
is expected in the next few years. It then considers the possible 
implications of the review for the various disciplines (including r 
staff working with prisoners) as follows: 

medi cal staffing ( paragraphs 3. 14-3.36); 

nursing ( paragraphs 3.37-3.42); 

psychology ( paragraphs 3.43-3.46); 

therapists ( paragraphs 3.47); 

social services ( paragraphs 3 . 48-3 .61); 

the police (paragraphs 3.62); 

probation services (paragraphs 3.63-3.68 ); and 
education (paragraphs 3.69-3.72). 



GENERAL FACTORS 



3.3. In addition to the inherent difficulties already discussed, 
staffing projections are complicated by the many other changes in 
the health and personal social services, as well as the prison 
service, that are currently taking place. The mobility of a 
significant number of the mentally disordered offender population, 
the inability of some patients to understand their problems, and 
their possible lack of motivation to seek or maintain treatment also 
hamper attempts to identify where staff would be needed. Increased 
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redefinition of functions between 



activity may result in some 
agencies . 

3.4. But even if there is nc > 

the impact of change, nor of antic P 9, fc confron t it, 

broad terms, how local organisations may _decia reasQnable 

there is sufficient t the se cure end of the service 

projections to be made, especially - paragraphs 3.8-3.11). 

where current data are more P ? ew and refined in 

These must, however, be kept under ' a lso make proper 

the lighc ox increasing requirements. Needs assessments 

allowance for training a ^ aca ^ m ^ d ^?on the Department of Health 
will be part of this process. In addition, v . . b t the 

has commissioned research which is providing information about tne 

in?e“"e between the health, social and 

(see, eg, paragraph 2.10 and Annex E). The ^““^^ ervice fo ? 

data on court diversion schemes assessment, so a clearer picture 
Prisoners carries out its own needs assessm ^ ^' se ssions required 
should emerge of the number of mental health care sessions required 

to be contracted into prisons from the NHS . 

Some underlying service considerations 

3 5 Some recommendations raise specific multi-agency issues which 
are addressed across the range of agencies and disciplines in 

Chapter's We mention here a few general ^^^^n^of ?uturl 
earlier reports which are relevant to consideration ol ruture 

staffing implications. 

3 6 It is clear from the earlier reports that most w ° r * 
mentally disordered offenders will involve general »ental health 
care teams at district level. There must, however, be access to 
suitable levels of secure provision and to 

.., v ioes (possibly at Regional or even supra-Regional level) to meet 
a range of individual needs, including, where necessery^ those 
related to a person's offending. Present service levels for mentally 
disordered offenders are mostly inadequate , except Photos 
S pecial Hospitals. The deficiencies in respect of certain groups 
(for example, patients requiring longer-term medium security and 
those with learning disabilities who need secure provision) are 
conspicuous. There is also a need to develop services in what for 
many P practitioners may be new or unfamiliar settings (for example, 
in courts or prisons). 

o 7 T he local care and treatment of mentally disordered offenders 
^ general mental health care teams would help to promote the 
intearated (or "seamless") service envisaged by the earlier advisory 
qroups (CR 3. 7-3. 8 ), while forensic mental health services continued 
to provide a complementary specialised referral system. On the face 
of it this could present some contradictions. For example, there 
are some forensic psychiatrists quite properly working at local 
level, in which case attention would need to be given to tne 
desirable mix of general psychiatrists, those with a special 
responsibility for (or special interest in) forensic psychiatry , and 
forensic psychiatrists (as it would to the balance and mix of other 
staff groups) (see paragraph 3.14 et seq) . But the main 
consideration would be to ensure that the level and pattern of 
services reflected local needs and circumstances, rather than any 
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blueprint. As the community report emphasised, services should be 
"tailored to meet individual needs, and not vice versa" (CR 3.8). 



Staff based in secure units 



3.8. Although information about the present level of services based 
in secure units is sufficient to enable outline estimates to be made 
for the future, even here extrapolations need to be treated 
cautiously. For example, medium secure units are the in-patient 
facility of a much wider service. "Outreach" tasks include out- 
patient and community work, assessments, visiting Special Hospitals 
and prisons, and advising general mental health care staff. There 
is often insufficient allowance made for these. In addition, some 
disciplines are currently under-represented and there need to be 
active links with primary health care and other client group teams. 
Here again, estimates are no real substitute for the needs 
assessment being sought by NHS Management Executive Letter (92)24 
(on the basis of which new Regional bed targets for medium secure 
services will be set: HR 5.36). 

Medium secure units 

3.9. RHAs have reported that, at 31 January 1991, there were 1,434 
staff in medical, nursing, psychology, therapy and social work 
grades working in NHS medium (Regional) secure units, against an 
establishment (again, based on Regional returns) of 1,625. On the 
same date, 597 beds (of a total complement of 635) were staffed and 
available. Extrapolating these data suggests that over 1,100 posts 
in those disciplines may need to be filled if the "Glancy" target 
of 1 ,000 beds nationally were to be reached, or upwards of 2,500 
posts to attain 1,500 beds, the minimum number of places estimated 
by the hospital advisory group as being required (HR 5.36) (but see 
below ) . 

3.10. To these figures, it may be necessary to add, say, 10% to 
broaden the range of service activity along the lines identified at 
paragraph 3.8. (This percentage, though by no means conclusive, is 
roughly consistent with an estimate at paragraph 3.18 for medical 
staff based in medium secure units). A 10% addition would suggest 
a need for some 1,250 staff to reach 1,000 beds and perhaps 2,800 
staff for 1,500 beds. These figures are clearly very approximate and 
they do not take account of some relatively small, though important, 
disciplines, such as education (see paragraph 3.69), nor of "special 
needs" provision (see paragraphs 1.4-1. 5). Nor will they all be 
"new" posts if viewed as part of an overall national "pool"; some 
may arise technically from service re-provision . However, the 
estimates do give at least an indication of what may be required 
even to meet minimum needs . This is of great importance given the 
pace of change implied by the increased capital allocation for 
medium secure services (see paragraph 1.16). 

3.11 . A similar approach can be followed to produce rough estimates 
for some professional disciplines (psychiatry, nursing and social 
work, for example: see paragraphs 3.18, 3.40 and 3.58-3.59), but the 
more the estimates are broken down, the more sensitive they become 
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, va ri at ions in need. In the case of the smaller 

disciplines , such extrapolations would be largely meaningless and 
we have not attempted them. 

Local secure provision 

o 12 since current information about local secure services is so 
nitchy staffing estimates are virtually impossible m advance of 
needs Y assessments . In any event, many hospital staff are likely to 
be working as part of broadly-based local teams, an added ( though 
perfectly proper) complication. 

Special Hospitals 

3.13. The hospital group envisaged that the number of Special 
Hospital beds would remain roughly the same for the time bei g 
^though subject to regular review) (HR 5.23). Therefore we offer no 
general estimates for the staffing of these services, but w 
anticipate that changes will occur as the SHSA (formed only m 1989) 
develops its role and as specialisms and links with "home" agencies 
^enhanced. Any further consideration of a more localised service 
(HR 5 23; OV 24) would also have implications • or the pa*. **-'•*’• o 

staffing. 



MEDICAL STAFFING 



3.14. This section seeks to identify future medical staffing needs 
with particular reference to consultant posts. It is important to 
emphasise that increases in general adult and forensic consultant 
psychiatrists would usually need to be preceded by an expansion i 
senior registrar and registrar numbers and m those of other 
disciplines which contribute to multi-disciplinary teams. However, 
senior registrar and registrar numbers will be constrained by the 
number of consultants available to train them, so that expansion 
will inevitably have to be phased. 



3.15. There are currently a number of senior registrar posts in both 
forensic and general psychiatry which have been agreed by JPAC (see 
figure 2) but have yet to be funded by RHAs. We should obviously 
like to see these filled as soon as possible, although we emphasise 
that they are part of the pre-review baseline and that the staffing 
needs identified below are additional requirements . 

3.16. As previously noted (paragraphs 1.4-1. 5), we have not yet 
taken account of "special needs" groups such as children, 
adolescents and people with learning disabilities. These will almost 
certainly call for increased medical and other staffing, especially 
(though not only) if the medium secure programme makes greater 
provision for these groups (HR 5.27). 



* WE RECOMMEND that increases in general adult and forensic 
consultant psychiatrists are preceded by an expansion in senior 



Printed image digitised by the University of Southampton Library Digitisation Unit 



registrar and registrar numbers , matched by increases in other 
disciplines contributing to multi-disciplinary work . 

* WE RECOMMEND that , as a preliminary to the expansion of 
consultant posts recommended in this report , Regional Health 
Authorities fund as soon as possible the unfilled senior 
registrar posts in forensic and, where appropriate, general 
psychiatry that have agreed by the Joint Planning Advisory 
Committee . 



Hospital advisory group recommendations 



Regional forensic psychiatric advisers (HR 4.8) 

3.17, The recommendation that each Regional Health Authority should 
appoint at least one service development team led by a forensic 
psychiatric adviser (HR 4.8: see Annex H) would mean one consultant 
per Region (ie 14 forensic psychiatry posts). 

Increasing medium secure provision (HR 5.36 and paragraphs 3.9-3.10 
above) 

3.18. There are currently 39 consultant forensic psychiatrists for 
the 635 places in medium secure units. On this basis, an expansion 
to the hospital advisory group's estimated national minimum of 1 ,500 
places (HR 5.36) would involve an increase of at least 51 forensic 
psychiatry posts, taking the total to 90. However, the Royal College 
of Psychiatrists recommends that each consultant in a medium secure 
unit should have no more than 14 or 15 in-patient beds. Using this 
yardstick, a total of about 100 forensic consultants would be 
required for 1,500 beds, an addition of about 60 wte consultants. 
(This figure would , of course , need to be revised in the light of 
new Regional bed targets. ) The Royal College has taken account of 
the changing service requirements identified at paragraphs 3.8. The 
resulting "enhanced" estimate seems both reasonable and desirable. 



Special Hospitals 



3.19. The SHSA has recently proposed an optimum caseload for each 
Special Hospital consultant of 30 patients. In view of difficulties 
nationally in recruiting forensic psychiatrists, it envisages an 
interim target of 40 patients per consultant. About eight additional 
wte consultants would be needed to meet the interim target. 



Community advisory group recommendations 



Nationwide coverage of court psychiatrist or other diversion schemes 
(CR 2.32) 

3.20. The nationwide provision of court psychiatrist or similar 
schemes for the assessment and diversion of mentally disordered 
people (CR 2.32) would have considerable impact on local services. 
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The broader implications are discussed further at paragraphs 5.22- 
5.29, where we' emphasise that diversion schemes do not necessarily 
have to be based on medical consultants (CR 2.30). 

3.21. There are 105 Magistrates’ Courts Committees in England. 
Psychiatric input to diversion schemes would vary greatly according 
to^ocal needs and demography. Joseph (1992) Psychiatric Assessment 
at the Magistrates' Court found that, in Inner London , the services 
of two psychiatrists approved under section 12 of the Mental Hea t 
Act (see paragraph 2.12) were required for two sessions per week. 
More sessions may be needed in some areas, although London is likely 
to be at the upper end of a "league table" . 

3.22. Although the need for regular sessions in rural areas lias not 
been fully determined, it is probably much less. Psychiatric advice 
would be more likely to be given on request, although sufficient 
flexibility would be needed to enable a rapid response when 
required. An evaluation of a "very modest’ rural scheme in Taunton 
Deane and West Somerset is at Annex J. The diversion procedures were 
used there on 16 occasions in each of two quarters. A P^nel 
scheme, based in a county town (Ipswich), identified 19 mentally 
disordered offenders in 6 months ( Suffolk County Joint Strategic 
Framework for Mentally Disordered Offenders (1992), Appendix II). 



3 23 If one session per week by two psychiatrists were taken as a 
notional average, 20 wte consultant posts would be required. 
However, it must be borne in mind that (as noted above) this work 
will often be carried out by non-consultants, including professional 
staff other than doctors (see paragraphs 5.22 and 5.27), and that 
staffing requirements will vary accordingly . 



Prison advisory group recommendations 



Mental health care in prisons (PR 5.27-5.30) 

3.24. The consultative paper. Contracting for Prison Health Services 
(op cit), proposed that each prison should contract in a specialised 
mental health care service which incorporated a multi-disciplinary 
team led by a consultant psychiatrist (ibid, paragraph 3.19; OV, 
Annex C) . That recommendation was endorsed by our own Steering 
Committee (OV 20; PR 6.2). Since the process of change is likely to 
be gradual, we emphasise the importance of effective links between 
prison staff in all disciplines and local mental health care 
services (see paragraph 5.11). 

3.25. Many prisons already contract in some consultant psychiatrist 
sessions, but all would probably require more. In the 40 or so local 
or remand prisons, an above-average contribution would be necessary: 
we suggest at least one additional consultant psychiatrist, with 
registrar support, per prison. (These consultants would probably be 
responsible also for improving stress counselling and the general 
health service provided for all prisoners, as outlined in Custody , 
Care and Justice , op cit) . Our preliminary estimate is that over the 
next 5-10 years about 120 additional wte consultants will be 
required . However, this would have to be re-examined as the outcome 
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of the needs assessment for prison health care becomes available. 

3.26. The Efficiency Scrutiny of the Prison Medical Service (1990) 
recommended that all primary clinical care in prisons should be 
provided by GPs. This recommendation * including the need to make 
prison health care more attractive to visiting doctors (CR 3.13), 
is considered in detail in the consultative paper at paragraph 3.4 
et seq . 

Standards of care (PR 4.7-4.10) 

3.27. The consultative paper, together with Custody , Care and 
Justice (op cit) and the report of the prison advisory group, have 
already emphasised the need to improve both health care per se for 
prisoners and the general approach to its delivery. We were asked 
to consider a report by the Royal College of Psychiatrists on the 
ethical aspects of psychiatric care in prison (see Annex J) which 
is broadly consistent with the messages in those documents. It 
enunciates some key principles, including that: 

"while losing certain rights in prison. . .prisoners have the 
right of access to medical and nursing care, which should be of 
the same standard as that available to other citizens - the 
standard set by the NHS" ; and that: 

"medical and nursing staff have the right to provide this 
standard of care." (This we take to imply a duty on the Prison 
Service, through its contracting arrangements for mental health 
care, and in its wider management of prisons, to create the 
conditions in which staff can do their best for their patients) . 

3.28. We endorse these principles and support also the report's view 
that staff ( involved in the care of prisoners or working elsewhere 
in the health and social services) should not feel constrained from 
drawing the attention of their managers to any unsatisfactory 
practices . Indeed, there should be clearly understood procedures for 
enabling the latter to be reported and, where necessary , rectified. 

* WE RECOMMEND that staff working with mentally disordered 
offenders (in prison or elsewhere) should be encouraged to 
report to their managers any problems which hinder their 
effective delivery of patient care. They should also be able to 
feel confident that such reports will be taken seriously and 
that, where necessary and possible, remedial action will be 
taken. 

Links with bail hostels (PR 6.4) 

3.29. The improvement of links between specialised bail hostels and 
prison medical staff (PR 6.4) would probably be the responsibility 
of the consultants identified at paragraph 3.25 above, plus a number 
of staff grade doctors. 

Urgent assessment of cases (PR 6.7; CR 2.14 and 3.41) 

3.30. The prison group proposed that, as a minimum, all health 
authorities should aim to assess 50% of cases within 7 days of 
referral from prison and 90% within 14 days. This recommendation. 
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together with others in the community g me ntal health care teams to 
implies a 24-hour duty rota among This would not be possible 

respond to urgent calls for assessment. identified ab0 ve. Remand 

even with the additional consu service most frequently and 

prisons would be likely to call o consultant to meet the extra 

will probably require another half-time c con s U ltants would be 

demand. Therefore, " ESreSSln the Mure if 

required . This number might need otherwise be absorbed, 

more ambitious assessment targets could not otherwise ne 

Involvement in Suicide Prevention Management Groups (PR 6.19) 

3.31. The proposed co-option of consul tan t_ £| y ^ ^averag^one 

consultant sessiorpe/estlbllshment (but this would depend on the 
type of prison: 

equivalent :of about 15 Tpart of wider prison 

some psychiatrists might do ^‘understand that other health and 
duties: see paragraph 3 . 25 ). We unaersrai _ sked to contribute 

social staff, as well as P ro ; at ; 0 ;; ££ w f s r h i;rifke t h T S to happen 
to these groups from time to time. Wesh ° uld “ re reS ource 

more widely, while recognising that here too 

implications . 

f^Tces staff as a matter of course. ( This supplements the 
recommendation at paragraph 6.19 of the report o e pi 

advisory group) . 



Developing areas of work 



q „ staffino levels may need to reflect a number of areas where 
the input 'of forensic and associated specialists is growing These 
include teacher misconduct cases (see below), victimology and post 

traumatic stress. 

Teacher misconduct cases 

3 33 in 1990/1 forensic psychiatrists provided advice in well over 
100 cases of teacher misconduct referred to the Secretary of State 
for Education for possible barring under the Education (Teachers) 
Regulations 1989 (SI 1319). The number has risen by almost half 
since 1987/8. Costs are met by the teacher. Difficulties in referral 
have been experienced in five Regions; in others, there have been 
boundary difficulties or reliance on the goodwill of an individual 
consultant. Given the spread of cases, there are no major staffi g 
implications presented by this work, but RHAs in particular need to 
aware of its existence and that it appears to be growing. 



Summary 



3 34 The estimated total need for new consultant forensic 
psychiatry posts is about 80 over the next 5-10 years. The total 
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need for other consultant posts is about 175. The latter posts could 
be filled by general psychiatrists, general psychiatrists with a 
special interest in, or special responsibility for, forensic 
psychiatry, or, indeed, by forensic psychiatrists. Consideration 
would also need to given to posts required for work with "special 
needs 19 groups (especially people with learning disabilities, 
children and adolescents) . 

3.35. It should be noted, however, that these projections do not 
take account of other essential calls on staff time such as audit 
(for which new consultant job descriptions must allow a half- 
session), monitoring, evaluation, training (of medical and other 
disciplines) and academic work. Projections would also need to 
reflect other developments such as the expected increase in local 
secure provision (as yet unquantified) (HR 5.34-5.37), the 
application of care programmes to discharged prisoners (see 
paragraphs 5.30-5.33), and the recommendations that have been made 
by the academic development advisory group. The latter has 
estimated, on the basis of our own projections for clinical 
staffing, that an additional 10-15 consultant posts , together with 
senior registrar/senior lecturer and registrar /lecturer posts , 
should be devoted to academic work . 

3.36. We anticipate that the need for suitably qualified trainers 
( see paragraph 3.14) would be met by the proposed increase in 
consultant numbers. However, this increase can be achieved only by 
a prior expansion at both senior registrar and registrar levels. 

* WE RECOMMEND that consideration is given by the Department of 
Health , the Health Care Service for Prisoners , the Royal College 
of Psychiatrists and the Joint Planning Advisory Committee to 
our initial estimate that , over the next 5-10 years , some 80 new 
consultant forensic psychiatrist posts and 175 other consultant 
posts may be needed to meet the expanding clinical needs of 
services for mentally disordered offenders . They should consider 
also what uplift will be necessary to take account of factors 
such as audit , monitoring , evaluation , training and academic 
work , as well services for ", special needs" groups. 

* WE RECOMMEND that (in conjunction with the above) consideration 
is given to the number of registrar and senior registrar posts 
that will be required to ensure that there are sufficiently 
qualified doctors to fill and, in future years, maintain the 
increased number of consultant posts. 



NURSING 



3.37. A general projection of future nurse staffing is difficult to 
make, but we have attempted this for medium secure provision, in 
which nurses account for over 80% of current staff. The SHSA is 
undertaking a manpower analysis which should be available by the end 
of 1992. 
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3,38. Clearly many of the recommendations of the earlier advisory 
croups (as we 3 1 as the work on "special needs", where nurses are 
very often in the frontline) would have major implications for 
nursing (see, eg, McMillan (1992) Nursing Times Vox 88, No 7 20) 

We consider the most significant of these (although this is not a i 

exclusive selection) . 



Nationwide provision of court assessment and diversion schemes (CR 
2.27-2.31) 



3,39. Nurses will be involved in diversion work as part of ami 1 1 - 
professional teams or (as in the current Birmingham project: CR, 
Annex D) may be taking the lead in assessment. Precise s-aif ing 
requirements will depend on the nature of the scheme and local needs 
and circumstances generally (see paragraphs 5.22-5.29). 



Expansion of medium secure services (PR 5.36) 

3.40, Based on the nursing establishment in medium secure units at 
31 January 1991 (see paragraph 2.20), and allowing a 10% additaion 
for developing work in new areas (paragraph 3.10), upwards or 1,000 
additional nursing posts mar ^eed to be billed if the t le 
1,000 beds is to be met , or as many as 2,300 posts to staff 1,500 
beds . Reaional needs assessments may push estimates still higher. 
Once again, these are rudimentary figures and the grade mix for each 
service would need to reflect a range of local factors. As noted at 
paragraph 3.10, the additional posts may not all represent new 

nurses . 



Development of specialised bail hostels for mentally disordered 
offenders (CR 2.22 and paragraph 3.64 below) 

3.41. The development of specialised bail hostels would require a 
commensurate increase in the number of CPNs with forensic skills 
since these are currently limited to Special Hospitals and medium 
secure units. There will also be implications for other disciplines 
(see paragraphs 3.29, 3.57 and 3.64). 

Contracting-in mental health care services to prisons (PR 5.25-5.30 
and paragraph 3.24 above) 

3.42. Future nursing needs in prison are difficult to estimate at 
present, but the expectation is that over time mental health nursing 
care for prisoners will be provided by NHS staff working within 
multi-disciplinary teams. This will have significant staffing 
implications. It will be necessary for the foreseeable future to 
continue to employ both hospital officers and nursing grade staff 
(see paragraphs 2.48-2.50). New target levels for these groups will 
be determined during the coming year. Specialisation will 
increasingly be desirable: 

"The main benefits to be gained from employing more civilian 
nurses [are] not simply financial. Rather, they are to do with 
making effective use of the different skills of hospital 
officers and nurses in improving the quality and image of health 
care in prisons" ( Contracting for Prison Health Services, op 
cit , paragraph 5.8). 
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Most hospital officers do not possess a nationally recognised 
professional nursing qualification. The prison service aims to 
increase the number who do, although a recent recruitment campaign 
for hospital officers resulted in only 23 applications (despite 
1,000 enquiries). Nurse grade recruitment is said to be good. 

* ME RECOMMEND that employing authorities? in conjunction with 
schools of nursing > consider the implications for nurse staffing 
and training of the proposed increases in medium secure beds. 
There should also be joint planning between these bodies and 
local prisons to ensure that the future specialised needs of 
prisoners can. be met . 



PSYCHOLOGY 



3.43. Three recommendations in the earlier advisory group reports 
have major implications for clinical psychology: the proposed 
expansion of medium secure services (HR 5.36), the contracting-in 
of mental health care teams to prisons (PR 5.25-5.30) and 
involvement in new multi-disciplinary work (eg core teams: CR 3.34- 
3.37). Projections of future staffing needs are complicated by 
current shortfalls and the likelihood that, in any event, numbers 
of newly-trained staff will not keep pace with wider service 
expansion. 

Clinical psychologists in the NHS 

3.44. A reasonable initial estimate is that the total number of 
clinical psychologists working in NHS forensic services may need to 
double over the next five years from 65 at present to about 130. If 
the current ratio of staff to patients were maintained, about 30 new 
posts would be required to staff 1,000 medium secure places, or an 
additional 70 for 1,500 places. However, taking account of vacancies 
and anticipating a growing range of activities, the additional need 
in medium secure units may be nearer to 45 posts for 1,000 places 
or 85 posts for 1,500 places . The effect of this would be to 
increase the overall NHS need to about 80 new posts (making about 
140 in total) in the next five years, or higher depending on the 
rate of service expansion. 

Work with prisoners 

3.45. A regular input by clinical psychologists to the mental health 
care of prisoners will have additional staffing implications. Joint 
arrangements might be considered, although psychologists are likely 
to become involved in prison work as part of multi-disciplinary 
teams contracted- in from the NHS. 

3.46. Resources for prison psychology services have tended to be 
concentrated on the longer-term sentenced population. Remand 
services, for example, are sparse and restricted in the main to 
murder charge assessments. Few psychologists are therefore involved 
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with mentally disordered offenders at the initial screening stage, 
although referrals are often made subsequently as an adjunct to 
medical referral. Psychologists play a key role in care for 
prisoners with relevant special needs: for example, sex offenders, 
potential suicides and drug misusers. The further development of 
these services, as well as greater involvement in screening, will 
have staffing implications and would require additional funding to 
be made available by Area Managers. There are currently no 
recruitment difficulties for prison psychologists. 



THERAPISTS 



3.47. Future staffing needs for occupational therapists , speech 
therapists and physiotherapists are difficult to estimate, partly 
because their contribution to the care and management of mentally 
disordered offenders is still developing, but also because much of 
their work (except perhaps that of a number of OTs and a few others) 
is mostly unrelated to the needs of mentally disordered offenders 
as such. The special needs working group is considering services for 
offenders with a hearing impairment; this work, together with 
guidance to local authorities on "non-discriminatory" community care 
provision ( Community Care in the Next Decade and Beyond, op cit, 
paragraphs 3.21-3.22), will have implications for speech therapists 
in particular (and also interpreters, who are in short supply). An 
expansion of therapy posts based in Special Hospitals and medium 
secure services, with active community links, should be an early 
priority towards developing a more effective core service. Needs 
assessments may point the way. One means of helping to achieve this 
might be for medium secure units to hold a budget for the purchase 
of therapy services ( and education services: see paragraph 3.71), 
without the need to rely on staff being made available by other 
agencies. However, the ideal situation (integral to the thrust of 
this review) would be for agencies to be working together in such 
a way that transactions of that nature were unnecessary. 

* WE RECOMMEND that medium secure units should have the financial 
flexibility to purchase therapy services directly if these 
cannot otherwise be secured . 

* WE RECOMMEND that early priority is given to expanding therapy 
services based in Special Hospitals and medium secure units and 
that agencies generally give active consideration to the role 
of therapists working with mentally disordered offenders so that 
their future involvement in such services can be planned more 
effecti vely . 
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SOCIAL SERVICES 



Powers and duties of social services authorities 



3.48. The powers and duties of local social services authorities to 
care for mentally disordered people are set out in several Acts of 
Parliament and in various official circulars and other guidance. We 
draw attention to these below because they are a starting point for 
agencies' seeking to quantify the resource implications of social 
services for mentally disordered offenders. The role of social 
services is considered in Annex F to Heme Office Circular 66/90 (CR, 
Annex B) and in the report of the community advisory group. The 
voluntary sector also contributes to social service provision and 
to other forms of support (eg self-help). 

3.49. General planning and provision of services should be in 
accordance with the National Health Service and Community Care Act 
1990 (see paragraph 3.53), the Children Act 1989 and related 
guidance. Specific statutory responsibilities include: 

i. providing residential accommodation for persons who by reason 
of age, infirmity or any other circumstance are in need of care 
and attention which is otherwise not available to them (National 
Assistance Act 1948)} 

ii. making arrangements for promoting the welfare of persons who 
suffer from mental disorder of any description, and other 
specified forms of handicap (ibid); 

iii. making arrangements for the prevention of illness 
(including mental disorder), the care of persons suffering from 
illness, and the after-care of persons who have been so 
suffering (National Health Service Act 1977)} 

iv. providing, in cooperation with the NHS and relevant 
voluntary organisations, after-care services for certain 
mentally disordered people discharged from hospital (Mental 
Health Act 1983 , section 117)} 

v. appointing a sufficient number of approved social workers 
(ibid f section 114): see paragraphs 4.55-4.56; 

vi. contributing to other tasks arising from the Mental Health 
Act and described in the Code of Practice (op cit): for example, 
assessments (CR 2.9-2.13 and paragraphs 5.13-5.15 below) and 
guardianship (CR 3.19); and 

vii. providing an appropriate adult on whom the police should 
call if an officer suspects that a person is mentally disordered 
(Polce and Criminal Evidence Act 1984). 

3.50. In addition, from 1 April 1991 all social services authorities 
have been required to work with health authorities in the provision 
of care programmes for mentally ill people (Local Authority Social 
Services Letter (90)11). This initiative is being monitored and 
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Parliament has been told that "anxieties [about resources] will be 
borne in mind" (Baroness Denton of Wakefield, House of Lords 
Official Report, 5 Feb 1992, col 258). The community advisory group 
recommended application of care programmes to discharged prisoners 
with mental health care needs <CR 3.14-3.18 and paragraphs 5.30-5.35 
below) . 

Criminal Procedure (Insanity and Unfitness to Plead) Act s99l 

3.51. Since the earlier advisory groups reported, the Crimir 
Procedure (Insanity and Unfitness to Plead) Act 1991 has come xnto 
force - Its provisions are described in LASSL(91)12 (Health Service 
Guidelines (91)26/Home Office Circular 93/1 991 ) : see LAS SL only at 
Annex K. These are unlikely, in the short term U j-eas , to have 
significant general consequences for social services or other 
agencies since, under the (less liberal! 1964 Act that the new 
legislation has replaced, the number of 5! unfit to plead cases was 
only about 12 per year in England and Wales. However", even a single 
case may be resource intensive for the authority concerned, while 
the broader range of available disposals may lead, to an increase in 
numbers, with consequently wider resource (including staffing and 
training) implications. The Department of Health and Home Office 
will be monitoring use of the new provisions. 



Broad impact of review recommendations 



3.52. Most mentally disordered offenders referred to the social 
services are, and would continue to be, cared for in mainstream 
provision, but there will still be a need for specialised skills and 
services. The earlier advisory group reports identified the range 
of services that may be required, including housing and other 
accommodation and support needs (CR 3 . 20-3 .22 and paragraph 3.5 7 
below). The uncertain information about client numbers, together 
with the lack of clarity about what is currently provided, causes 
problems in identifying what growth will be needed. The mental 
illness specific grant (CR 3.6), the centrally-funded element of 
which has risen by almost 50% to £31 .4 million in 1992/3, should go 
some way to meeting the shortfall in services for severely mentally 
ill people. However, as presently operating (see SSI (1992) Mental 
Illness Specific Grants: Monitoring of Proposals for Use 1991/92 ) , 
this is likely to have only a marginal impact on mentally disordered 
offenders. The additional resource implications of the earlier 
recommendations of this review remain substantial . 

3.53. The National Health Service and Community Care Act 1990 
requires local authorities to plan mental illness services in 
consultation with health authorities. We recommend that their 
service intentions for mentally disordered offenders are set out in 
community care plans for 1993/4. This would provide, among other 
things, a means of identifying more accurately future resource 
(including staffing) requirements in this area. 

* WE RECOMMEND that services for mentally disordered offenders 
form part of local authorities' community care plans for 1993/4. 
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Community advisory group recomaendatioas 



3* 54* Many recommendations of the community advisory group report 
have implicit staffing consequences for social services. A number, 
including those considered in more detail in Chapter 5, require 
joint working with other agencies in planning, policy development, 
purchasing and monitoring that goes beyond current practice. This 
needs additional resources if it is to be undertaken thoroughly. 
Consideration should be given to identifying a post at senior level 
in each authority (possibly time-limited, possibly part-time) to 
take forward the overall development of work with mentally 
disordered offenders. 

Court assessment and diversion schemes { CR 2 . 28 - 2.32 and paragraphs 
5.22-5.29 below) 

3.55. The nationwide provision of court assessment and diversion 
schemes would have major staffing implications for personal social 
services as social workers and probation officers (see paragraphs 
3.63-3.67) would needed to be closely involved both in multi- 
disciplinary assessments and in providing access to community 
resources. How the respective contributions would be shared would 
depend on local arrangements (and perhaps also on a broader 
development of the relationship between the professions: see 
paragraphs 4.58-4.61). The involvement of social services in local 
agreements on the operation of section 136 of the Mental Health Act 
(CR 2.9-2.13; Code of Practice , Chapter 10; paragraphs 5.13-5.15 
below) should assist in local planning for court diversion work. 

3.56. Our survey of 1 4 authorities (see paragraph 2.32 and Annex F) 
suggested that a range of experienced (usually Level 3) social 
worker time amounting to at least a half-time equivalent is needed 
for urban diversion schemes; in rural areas, perhaps half a day a 
week will suffice. Taking two days per week as a notional average, 
the national staffing requirement could be about 40-50 wte social 
workers . Some staff are already involved in diversion schemes, but 
often ’’within existing resources" or through fairly flexible, short- 
term arrangements. 40-50 is therefore a minium medium-term estimate. 
Service provision arising from diversion will raise additional 
implications for a range of social services staff (see below). 

Accommodation and day care (CR 2.22; 3.21-3.22; CR 3.39-3.40; CR 
3.47-3.49 ) 

3.57. Accommodation for mentally disordered offenders in a range of 
settings is a key factor. The community report also pointed out that 
"merely finding a placement (even a supported one) is unlikely to 
be sufficient" (CR 3.22) and that day services were likely to be 
crucial in many cases (CR 3.40). The needs of homeless people 
require particular attention (CR 3,47-3.49). The greater use of 
accommodation and day care services would have inevitable staffing 
implications for a range of social services staff (social workers, 
as well as residential, day care, domiciliary staff and others), as 
would the development of specialised bail hostels (CR 2.22). Here, 
as in so much else, the social and probation services would need to 
work closely together, possibly providing "home finders 11 ( ie to seek 
out supportive placements) on a joint basis. 
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* WE RECOMMEND that local authorities consider designating a 
senior officer to be responsible for the overall development of 
work with mentally disordered offenders. 

* WE- RECOMMEND that social and probation services establish 
mechanisms for closer working in identifying the accommodation 
and support needs of mentally disordered offenders. 



Hospital advisory group r ecommenda t i ons 



Social work support to medium secure services (HR 4.15-4.27) 

3.58. In January 1991 there were 39.5 social workers working in 20 
medium secure units providing for mentally disordered adults (see 
paragraph 2.38). The distribution of these staff showed little 
consistency. The units varied in size from 11-77 beds; the number 
of social workers per unit varied from 1 to 9 . Of 8 units with 1 5 
or less patients, 4 had 2 social workers. The other 4 had 1 social 
worker, as did 4 units with 30 beds or more. As the report of the 
hospital advisory group indicated, some social services authorities 
have found it difficult, given the number of priorities competing 
for available resources, to provide social workers for units with, 
a Regional catchment. Many relied on RHAs to fund some, if not all, 
the posts (HR 4.20-4.21). 

3.59. A number of units have suggested in the course of this review 
that a team manager plus two other social workers is the minimum 
staffing requirement for 30 to 35 patients. This seems about right 
as an average. It points to an overall shortfall at present of about 
15 posts . An increase in beds to between 1,000 and 1,500 nationally 
(HR 5.36), as well as developments in training and patterns of work, 
might call for a further 35-75 posts. There may be scope for more 
joint working between mainstream and specialist forensic staff, 
provided that a core presence is maintained in each unit for in- 
patient work. An enhanced contribution by probation staff would also 
be welcome (see paragraph 3.63). 

3.60. The finance advisory group is considering the scope for 

greater financial flexibility between agencies (HR 4.27). The 
hospital group recommended that hospitals might employ social 

workers directly (something they are technically able to do at 

present) if that were the only way of securing the necessary 

support. Ultimately, we do not dissent from that proposition, which 
reflects, after all, the position in Special Hospitals (see 
paragraph 2.39) and, more recently, some NHS trusts providing mental 
health care. Conversely, in the interests of maintaining direct 
professional links between social workers and the range of local 
services to which mentally disordered offenders require access, as 
well as for broader career considerations, we agree in principle 
with the hospital group that "it should remain the responsibility 
of social services departments to provide an adequate level of 
support to hospitals and units which deal with mentally disordered 
offenders" (HR 4.25). 
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Prison advisory group recommendations 



Mental health care in prisons (PR 5.27) 

3.61 . Contracting for Prison Health Services (op cit) envisaged that 
social workers would be part of a contracted-in mental health care 
service. It is not possible at present to estimate the staffing 
implications of this proposal. However, one consideration would be 
the respective duties of social workers and probation officers. An 
input is likely to be needed from both. 



THE POLICE 



3.62. The main staffing implications for the police arise from the 
recommendations of the community advisory group. However, these are 
likely to be largely neutral in their effect. Greater diversion of 
mentally disordered offenders, including the use of health and 
social service facilities as "places of safety" (see paragraph 
5.14), is likely to be counter-balanced by increased liaison work 
and other tasks (eg conveying people to places of safety other than 
police stations) . 



PROBATION SERVICES 



3.63. By contrast, the probation service would face an expanded role 
in providing services for mentally disordered offenders and would 
need additional staff. Here again, the community group's 
recommendations would have the most impact, but there would be 
increased demands also from (for example) greater medium secure 
provision (HR 5.36) and better discharge and follow-up arrangements 
for prisoners with continuing mental health care needs (PR 5.36; CR 
3.14-3.18; paragraphs 5.30-5.35 below). In particular, we recommend 
that probation staff, as well as social workers, should be part of 
mental health care teams contracted in to prisons. We see also 
considerable benefits in their working more widely in medium secure 
and associated "outreach" services, possibly through secondments to 
each unit. On the basis of one officer per unit, the latter would 
entail about 30 posts nationally if units provided 1,000 places and 
about 50 for 1,500 places . We consider at paragraphs 4.58-4.61 the 
relationships between probation and social services staff, including 
the possibility of increased joint training and interchange between 
the professions. 

* WE RECOMMEND that probation officers are part of mental health 
care teams contracted in to prisons . 

* WE RECOMMEND that consideration is given to seconding probation 
officers for work in medium secure units . 
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Community advisory group recommendations 



Development of specialised bail hostels (CM 2.22) 

3.64. The implications for probation staff of developing specialised 

bail hostels would depend on the number of places required ana the 
balance between places in the voluntary and statutory sectors . 
Demand is difficult to assess but a reasonable estimate might be for 
400 places (not all for mentally disordered o <3. xsi J 

and Wales, There would also be implications for oiner community- 
based staff, including those of Housing Corporations and, as already 
noted, community psychiatric nurses (see paragraph 3.41) ana social 
services (paragraph 3.57). 

Expansion of bail information and PICA schemes (CR 2.23-2.25) 

3.65. The Home Office estimates that an accelerated expansion of 
bail information schemes (CR 2.23) might requir i $ 
officers, with clerical support, over the next three years. We 
anticipate that up to a third of their time would be spent on 
mentally disordered defendants, suggesting a need tor about 30 wte 
probation officers nationally. 

3 66. The possible implications of extending the use of "public 
interest" case assessment (PICA) (CR 2.25) have yet to be assessed 
and would depend upon the results of the pilot schemes currently in 
progress. The pioneering PICA project in Inner London (CR, Annex C) 
is staffed by a senior probation officer and two probation officers 
with support staff, national coverage, perhaps at a slightly lower 
average level of staffing, might call for a further 30 wte officers 
to deal with mental disorder casework. 

Multi-professional core teams (CR 3.34-3.38 and paragraphs 5.8-5.12 
below ) and involvement prior to charge (CR 2.16) 

3.67. The staffing implications of multi-professional "core teams" 
responsible for ensuring the delivery of services to mentally 
disordered offenders are considered in more detail at paragraphs 
5.8-5.12. Precise contributions from the various staff will vary 
according to local circumstances. However, estimates by the Home 
Office, based on the development of panel scheme work (see paragraph 
5.22), suggest that the equivalent of about 45 additional probation 
officers would be needed to provide general coverage in England and 
Wales . These estimates take account of contributions that are 
already being made to comparable multi-disciplinary work, as well 
as the recommendation that, wherever possible, the probation service 
should be involved in the pre-charge process (CR 2.16). Such 
involvement would normally be as part of a multi-professional team. 

Probation orders with a condition of psychiatric treatment (CR 3.19) 

3.68. The community group recommened that the possible use of 
probation orders with a condition of psychiatric treatment (under 
the Powers of Criminal Courts Act 1973, section 3) is considered 
more frequently (CR 3.19). Any increase in such orders (of which 
there were 990 in 1989) would have staffing implications. 
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EDUCATION 



3.69. The further information that is being collected on educational 
work with mentally disordered offenders (see paragraph 2.41 ) should 
help to provide a base for future estimates. 

Medium secure services 

3.70. Duties of education staff in medium secure services include 
assessing and providing for learning needs, arranging links with 
outside education services (including programmes for patients being 
discharged) and follow-up support for former patients. One full-time 
teacher per 15 patients would seem a reasonable benchmark, although 
the precise number of staff or sessions would depend on assessed 
(and variable) need. On this basis, and allowing a margin for 
greater multi-disciplinary work (see below), about 11 G wte teachers 
in total would be needed for 1,500 patients . The Mental Health Act 
Commission, in its Fourth Biennial Report 1989-1991 ( 1 991 ) , 
recommended that local education authorities should provide a senior 
educational manager to assist in planning education in secure units 
and "a support group to back up the work" ( ibid, section 9.12). We 
concur with that view. 

3.71. These services are considered in more detail in a NIACE 
conference report, Educational Provision in NHS Forensic Secure 
Units (1991). This includes a statement of the role of the 
Department for Education in securing funding for further education, 
including "funding for students in RSUs [which] is allowed for in 
the Revenue Support Grant" (DES letter of 1 3 Feb 1991, ibid, Annex 
6). However, there are sometimes problems in securing the necessary 
provision. Therefore, as with therapy services (see paragraph 3.47), 
we recommend that units are enabled, if necessary, to purchase 
education services directly. 

Multi-professional core teams (CR 3.34-3.38 and paragraphs 5.8-5.12 
below ) 

3.72. We envisage that some education staff will contribute to 
multi-professional core teams (see paragraph 5.11). 

* WE RECOMMEND that medium secure units should have the financial 
flexibility to purchase education services directly if these 
cannot otherwise be secured. 



CONCLUSIONS 



3.73. We have sought to identify the main areas of service provision 
that will call for additional staff. We have attempted estimates 
where, on the basis of present information, we feel able to do so 
with reasonable confidence. However, these must be tested by needs 
assessment. 
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3®74« Provisionally/ but by no means comj i Ly f we 

have identified the following minimum needs by 

disciplines 



medical : at least 80 additional consultant forensic 
psychiatrist posts , plus 175 other consultant posts 
and 10-15 consultant posts for academic work , 

supported by additional senior car/ regis ar 

and junior posts. Enhanced input from GPs, 

nursing: over 2,000 nursing posts to be filled if 
medium secure provision is increased to the review 
minimum of 1,500 places. There will be additional 
needs in local hospitals, prisons and the community, 

psychology: as many as 80 new NHS clinical 

psychologists over the next five years; 

occupational therapists f speech * therapists and 
physiotherapists : enhanced provision, with early 

priority to expansion in Special Hospitals and medium 
secure units. (The special needs working group has 
identified a requirement for interpreters)} 

social services : some 125 wte additional social 

workers for work in medium secure units and court 
diversion schemes, with additional needs for a range 
of social services staff working in a multiplicity of 

settings; 

probation: over 100 wte additional probation officers 
to deal with mental disorder cases in bail 
information and PICA schemes and to work in multi- 
agency teams. Also 30 or more officers to work in 
medium secure units; 

education: about 110 posts in total for work in 

medium secure units. 
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Chapter Fours 

TRAINING AND EDUCATION MEEDS 



4.1. A vigorous approach to training and education is vital if 
the recommendations of this review are to be implemented 
effectively. They are the means by which the necessary numbers 
of people can be prepared for professional practice , working 
methods and patient care can be improved, and members of staff 
can develop their potential and their understanding of their own 
particular responsibilities for the care and management of 
mentally disordered offenders. 

Special needs 

4.2. As with the earlier chapters, this one does not address in 
detail requirements for work with "special needs" groups (see 
paragraphs 1. 4-1.5). More consideration needs to be given to 
these. We understand that the special needs working group has 
highlighted the need for members of multi-disciplinary teams, 
between them, to develop basic skills in a range of areas. We 
agree with its recommendation that agencies should ensure that 
staff are trained in the recognition and initial handling of a 
broad range of special needs . There will also be specialised 
training needs. Some multi-agency aspects of training, including 
the promotion of equal opportunities, are discussed in Chapter 
5. 

Academic issues 

4.3. There are obvious overlaps in this area with the work of the 
academic development advisory group (see paragraphs 1.18-1.19). 
This chapter will form an annex to the report of that group. 



General considerations 



4.4. As far as possible, training should be "employer-led" in the 
sense that it is primarily for local agencies to determine the 
balance and type of trained staff that they require to provide 
effective care and treatment for their patients or clients. 
Estimates of training places should therefore be linked clearly 
to assessments of service need. These principles have (for 
example) been adopted formally for non-medical staff in the NHS : 
see Working Paper 10: Education and Training (published for 
consultation in 1989). The resulting planning framework is 
summarised at Annex L . The NHS Management Executive is developing 
a national overview of staff planning and training investment 
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decisions . 

The need for coordination between agencies 

4.5. RHAs are required to calculate training needs in 
consultation with other agencies, including the private and 
voluntary sectors. In 1991/2 at least half of Regions had 
obtained and taken account of social services requirements in 
their training plans. It is crucial that training for work with 
mentally disordered offenders is reflected in future NHS plans 
and those of other agencies. Local multi-agency groups should 
have a role in developing joint or complementary approaches. 
There should also be means at national level to help ensure that 
effective action is taken by all concerned, not least in 
involving the main professional and training bodies in follow-up 
to this review. 

* WE RECOMMEND that training for work with mentally 
disordered offenders is reflected in the plans of all 
relevant agencies and that , as far as possible r these 
should be based on joint or complementary approaches . 
Action locally should be matched by a coordinated approach 
to training issues at national level . 



TRAINING FOR MEDICAL STAFF 



Forensic Psychiatry 



4.6. Forensic psychiatry is a relatively new specialty. There are 
currently over 70 specialist consultants. Thirty years ago there 
were just two. 20% of forensic consultants are women, roughly the 
same proportion as for general psychiatry ( Health Trends 1991; 
23: 132-141). The current number of consultants would need at 
least to be doubled in the next 5-10 years if the recommendations 
of this review are to be met (see paragraphs 3.34-3.35). There 
must therefore be an increase in the number of training posts at 
all levels. 

4.7. There is no mandatory requirement for psychiatrists 
generally to be trained in forensic matters, although the option 
should be available during general professional training. 
Sessional attachment in forensic psychiatry is an option for 
training at senior registrar level in general psychiatry and 
child and adolescent psychiatry. 

4.8. Requirements for the training of forensic psychiatrists are 
set out in the Handbook (1990) of the Joint Committee on Higher 
Psychiatric Training. The recommended duration of approved 
training for full-time consultant posts is four years. However, 
in present circumstances, three years should be regarded as a 
minimum. Two years approved training should be the minimum for 
a consultant post in general psychiatry with a special 
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responsibility in forensic psychiatry. At present some special 
responsibility consultants have completed, two years of a four 
year specialised course, rather than opting specifically for 
special responsibility training. This factor has implications for 
the approval of training posts. The Royal College of 
Psychiatrists has advised generally against special interest 
consultant posts (ie in forensic psychiatry, where a consultant 
a.. . sine i for a year in that specialty at senior registrar 

level). However, in view of the overall scarcity of forensic 
expertise and the need to increase the number of consultants who 
possess it, we should prefer that these posts are retained in 
forensic psychiatry for the foreseeable future. The situation 
would need to be reviewed in the light of staffing and service 
developments. We do not regard such posts as forming part of the 
longer-term staffing picture. 

4.9. All forensic training should include an academic component. 
At the moment this is not always the case. 

4.10. In 1988 nine senior registrars obtained consultant posts 
in forensic psychiatry. Their average length of training was 3 
years 4 months. The number of suitable applicants for vacancies 
has been consistently low; in 1988 32 candidates were short- 
listed for 22 posts. In the same year, an internal Royal College 
of Psychiatrists report for JPAC stated: 

H Of the 20 appointees [to Regional consultant forensic 
psychiatry posts] from the senior registrar post... less 
than 20% had the nationally accepted minimum training. The 
extent of the deficiencies of training and the consequent 
pressures on these people and their immediate colleagues 
are a matter of the greatest concern." 

There is some anecdotal evidence that the situation is improving, 
but this remains to be substantiated. 

* RECOMMEND that consultant posts with a special interest 
in forensic psychiatry are retained for the time being , but 
that their existence is kept under review . 

* ® RECOMMEND that all specialised forensic psychiatric 
training includes an academic component. 



Implications for general psychiatrists 



4.11 . Many of the recommendations of the earlier advisory groups 
have implications for general psychiatrists. Some indication of 
their current forensic input was given at paragraphs 2.9-2.11. 
Since we envisage that work with mentally disordered offenders 
will be a growing part of mainstream mental health services, 
aspects of forensic psychiatry should become an essential 
component of training for general psychiatric registrars and 
senior registrars. They should also be part of the continuing 
medical education of consultants, an area on which the Royal 
College of Psychiatrists is preparing guidance. Consideration 
should given to ways of covering forensic issues in general 
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psychiatric training for medical students . 

4.12. Currently there are insufficient general or forensic 
psychiatrists with the expertise to provide the necessary 
training for future registrars and senior registrars. In the 
short to medium term trainees may need to be seconded to 
specialised schemes (a possibility which raises additional 
staffing implications , given the need to provide locums for 
absentees). However, most general psychiatrists will be involved 
in providing prison or court assessments for mentally disordered 
offenders from their catchment area. This work offers valuable 
training opportunities for their junior staff, 

4.13. Regional forensic advisers (as proposed by the hospital 
advisory group: HR 4.8 and paragraph 3.17 above) and forensic 
psychiatrists generally should ensure that optimum training 
opportunities in forensic psychiatry are available to medical 
students, registrars and senior registrars in general and child 
and adolescent psychiatry, and medical staff working with 
substance misusers. They should also consider the need to 
contribute to and participate in continuing education at 
consultant level, an area in which the Royal College of 
Psychiatrists is shortly to issue guidance. 

4.14. Options for more effective working between forensic and 
general psychiatry and the other psychiatric specialties (for 
example, posts split between two areas or between different 
levels of security) should be encouraged and developed, provided 
that logistically or otherwise they do not work to the detriment 
of patient care. 

WE RECOMMEND that forensic psychiatry is covered in the 
Royal College of Psychiatrists ' forthcoming guidance on the 
continuing education of consultants . 

* WE RECOMMEND that forensic issues are covered in general 
psychiatric training for medical students . 

J '" KECOMMEbiu that Regional forensic advisers are 

responsible, in consultation with other forensic 
psychiatrists, for ensuring that optimum medical training 
opportunities in forensic settings are available at both 
basic and post-qualifying levels. 

* RECOMMEND that options for improving effective working 
between forensic and general psychiatry, and other 
psychiatric specialties, are explored and , where possible, 

developed. 



Doctors working with prisoners 



4.15. The new arrangements for prison health care will have 
significant implications for the training of those prison doctors 
remaining in post during the transitional period, those retained 
as clinical managers (see Contracting for Prison Health Services 
paragraph 4.3 et seq ) and others working to part-time contracts 
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(including some whose commitment may be limited by domestic 
circumstances), 

4.16. In 1989, a working party of the Royal College of 
Physicians, chaired by Sir Raymond Hoffenberg, pointed to 
inadequacies in the training of prison doctors ( The Prison 
Medical Service in England and Wales: Recruitment and Training 
of Doctors f op cit, Chapter 5). The Royal Colleges of Physicians, 
General Practitioners and Psychiatrists have since established 
a joint working group to consider the content of, and 
arrangements for, such training. This is due to report during 
1992. 

Accreditation for mental health care work 

4.17. The prison advisory group considered a proposal that "the 
Prison Medical Service should raise with the Royal College of 
Psychiatrists (and/or the Joint Committee on Higher Psychiatric 
Training as appropriate) the case for mental health care work in 
prisons being accredited as recognised training" (PR 5.26). 
Initial discussions involving the Royal College, the Department 
of Health and the Directorate of Prison Medical Services have 
focused on the possibility of pilot projects within the framework 
of the Royal College's Statement on Approval of Training Schemes 
for General Professional Training for the MRCPsych (April 1991) . 

Training for prison medical officers 

4.18. Newly-appointed prison medical officers are currently 
assigned to a tutor for their first six months. An induction 
course is also available and management training has increased 
markedly over the past two years. For a variety of reasons, a 
significant number of part-time medical officers do not attend 
training courses . 

4.19. It is essential that all doctors contributing regularly to 
the health care of prisoners (except perhaps those visiting just 
occasionally) attend a specialised induction course designed to 
familiarise them with a range of clinical, legal and 
organisational issues. The psychiatric element of this would need 
to include, as a minimum, assessment and diagnosis, management 
of violent and self-destructive behaviour, seclusion and sexual 
disorders. Staff grade or consultant psychiatrists should take 
an extended specialised course which focuses on the particular 
problems and demands posed by mentally disordered prisoners. This 
would need to consider the developing interface between the 
Prison Health Care Service and the NHS, including transfer 
between services provided inside and outside prison (discharge 
arrangements, remission to prison, care programmes, etc). 

* WE RECOMMEND that an early induction course should be 
mandatory for doctors working regularly in the Prison 
Health Care Service. This should be designed to familiarise 
them with range of clinical, legal and operational issues . 

* WE RECOMMEND that staff grade or consultant psychiatrists 
should undertake a specialised post- induction course . 
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General practitioners 



4.20. During their year as GP trainees, most doctors see the 
broad range of mental health problems encountered in general 
practice. It may be necessary to provide additional education in 
handling the more severe cases, particularly for the 60% of GPs 
who have not undertaken six months in a psychiatric senior house 
officer post. The importance of more "effective, accessible" 
training in mental health for GPs has recently been emphasised 
by the Parliamentary Secretary for Health at the launch of an 
educational fellowship in mental health in general practice: see 
Department of Health Press Release H92/101. The fellowship will 
be linked with the Royal College of General Practitioners and is 
funded for three years by the Department of Health, the Mental 
Health Foundation and the Gatsby Trust. 

4.21 . RHAs are required, jointly with Directors of Public Health, 
to ensure that doctors approved under section 1 2 of the Mental 
Health Act receive suitable training (Department of Health 
Circular (90)12). The training needs of GPs working with 
prisoners are considered above and in Contracting for Prison 
Health Services . 



Psychotherapy 



4.22. Relevant training and education for psychotherapists 
working with mentally disordered offenders is gradually 
increasing, but currently involves only a small number of people. 
The British Postgraduate Medical Federation, in association with 
the Portman Clinic in London, runs a day release course (one day 
a week for a year) in forensic psychotherapy. Other recent 
initiatives include: 

a conference on Psychotherapy with the Mentally Disordered 
Offender (Institute of Psychiatry, London, June 1991); and 

the foundation of an International Association of Forensic 
Psychotherapy (due to hold an inaugural conference on 
Forensic Psychotherapy - Identity , Network and Future in 
London, March 1992). 

4.23. Consideration should be given to developing training 
opportunities in units which currently have psychotherapists 
working with mentally disordered offenders or similar patients. 

* WE RECOMMEND that training opportunities for psychotherapy 
with mentally disordered offenders should be increased and 
that the development of such training should be based 
initially on units which currently have psychotherapists 
working with these or similar patients . 
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MORS IMG 



Forensic psychiatric nursing 



4.24. The Glancy report of 1974 (DHSS, Report of the Working 
Party on Security in NHS Psychiatric Hospitals) suggested that 
there should be a formal qualification in forensic psychiatric 
nursing. This has not happened, the speciality is still emerging 
and the literature is very limited. Niskalas (1986) Competencies 
and skills required by nurses in forensic areas ( Western Journal 
of Nursing Research 8 (4) 400-413) is the only readily 
identifiable published research. It is generally accepted that 
nurses engaged in forensic work draw heavily on skills and 
knowledge acquired during pre-registration psychiatric training. 
These are enhanced through relevant practice and by developing 
an interest in such areas as criminology, penology, forensic 
psychiatry, psychology, and sociology related to mentally 
disorder and the law. There are some relevant courses (see 
paragraph 4.34) . 

4.25. A number of potentially problematic issues remain to be 
tackled if forensic nursing is to emerge as a fully-fledged 
specialty. These include the interface with general psychiatric 
and mental handicap nursing and the need to develop a sound 
academic and research base. 



Training and education in specialised skills 



Community psychiatric nurses 

4.26. The United Kingdom Central Council for Nursing, Midwifery 
and Health Visiting (UKCC), which is responsible for maintaining 
the professional nursing register, is currently reviewing 
community nursing. Its report is expected during 1992. This may 
provide a good opportunity, in the light of the principles set 
out by the earlier advisory group reports (OV 16), to focus on 
community psychiatric nurses as the most significant contributors 
to the future nursing of mentally disordered offenders. CPNs 
currently receive little formal training for such work. Any new 
courses should cover forensic psychiatric nursing issues, with 
a suitable module being specified if modular courses replace the 
present format. 

Registered mental nurses and nurses for the mentally handicapped 

4.27. Registered mental nurses ( RMN ) and registered nurses for 
the mentally handicapped (RNMH) are recruited by health 
authorities from the national pool of trained staff. Student 
nurses on RMN or RNMH training schemes are offered optional 
placements in medium secure or other forensic settings, but only 
Special Hospital/NHS linked programmes ensure forensic 
experience. Although overall recruitment to nurse training is 
being maintained, there has been a substantial decline in the 
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number of students on UKCC "Project 2000" courses (see below) 
opting for the mental health and mental handicap branch 
specialties. If this trend continues, it will limit the number 
of nurses qualified for work in these fields, with further 
negative implications for the forensic sub— spe 'a! /. In the 
light of the review recommendations, health authorities would 
need to review training targets to meet the additional demands 
of services for mentally disordered offenders. 

UKCC Project 2000 

4.28. Project 2000 is a new scheme of nurse training, leading to 
registration as a first level nurse in one of four specialist 
branches which include mental health and mental handicap (to 
become "learning disabilities"). Following a common portal of 
entry, students pursue an 18 month common foundation module and 
then elect for specialised options, in which they subsequently 
register, for a further 18 months. 

4.29. As the first group of students has yet to qualify, it is 
difficult to predict how they will function in forensic settings. 
However, it is likely that they will have received rather less 
specialised training than their RMN and RNMH predecessors, while 
opportunities for practical experience of the range of problems 
found among psychiatric in-patients are increasingly limited due 
to the reprovision of services away from hospitals. It is 
reasonable to assume, therefore, that Project 2000 students would 
require some additional education in forensic psychiatric issues, 
although greater emphasis should now be given to developing such 
opportunities as part of post-registration training. 

Enrolled nurses 

4.30. Despite the increase in flexible courses (ie "open 
learning"), enrolled nurses still have difficulty obtaining 
conversion course places which enable them to reach registered 
nurse level. This is mainly due to their large numbers, but there 
is still considerable scope for developing their skills during 
the mental health and mental handicap branch programmes. 

Other nursing staff 

4.31. Recruitment of unqualified staff does not appear to be a 
problem at present. The introduction of health care assistants 
to the NHS, and their training to National Vocational 
Qualification (NVQ) level, offers the possibility of a formal 
qualification to hitherto unqualified staff. Over time, this 
should help recruitment and retention, as well as the development 
of a better range of skills. Registered nurses who assess the 
work of trainees will themselves need to be trained in the skills 
of assessment to NVQ level. 

Links with the independent sector 

4.32. The growth of independent services in recent years has 
increased the number of NHS-trained staff being recruited to that 
sector. Joint training schemes are already operating. Such 
initiatives should be encouraged in order to pool resources and 
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skills . 



* RECOMMEND that health authorities re-exami n e their 
training targets for psychiatric nurses in light of this 
review . 

* WE RECOMMEND that training courses . for community 
psychiatric nurses include consideration of forensic 
nursing issues and opportunities for placements in forensic 
settings . 

* WE RECOMMEND that the English national Board considers the 
future need for Project 2000 training in forensic 
psychiatric nursing, including opportunities for suitable 
placements . 

* WE RECOMMEND that the English National Board continues to 
encourage the development of joint training schemes between 
the independent sector and the NHS. 



Post-qualification training and education 



4.33. As noted above, a by-product of increased community care 
is that some psychiatric nurses have lost, or are losing, the 
ability and skills to deal with difficult or violent patients. 
This could lead to unsuitable referrals to secure services, an 
aspect on which a current Department of Health sponsored study 
by the Jill Rodgers Association (to up-date the 1976 DHSS study, 
Violence in Health Care) is relevant. But, in any event, nursing 
staff may need to undergo additional training in such areas as 
risk assessment and the handling of disturbed or violent 
behaviour. Better management of potential suicides (PR 5.16-5.22 
and paragraph 3.31 above) will also have training implications. 
Risk assessment and responses to violence are considered more 
generally at paragraphs 5.36-5.39. 

4.34. The ENB is progressively modifying its courses to modular 
form. At present trained nurses can attend the following post- 
basic education courses designed and approved by the English 
National Board for Nursing, Midwifery and Health Visiting (ENB) : 

ENB course 770: nursing within controlled environments (six 
months, including a placement, usually in a Special 
Hospital, medium secure unit, or, occasionally, a prison 
hospital wing); 

ENB 955: dealing with the violent and potentially violent 
individual (four weeks); 

ENB 960: nursing in secure environments (six weeks 
introductory course, including typically two one-week 
placements in a Special Hospital or medium secure unit). 
This course has largely been replaced by course 770. ENB 
961 provides similar training for enrolled nurses. 

The ENB is considering the need for a certificated course in 
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control and restraint . 



4.35. The release of staff for training and education has 
significant budgetary implications for managers , including, in 
addition to course fees, possible travelling and subsistence 
costs and (as noted at paragraph 4.12) the provision of service 
cover. The pattern of post-basic education has tended in the past 
to be set by schools of nursing, resulting in block or day 
release courses at education centres . We welcome the greater 
flexibility envisaged by the ENB's Framework for Continuing 
Professional Education for Nurses , Midwives and Health Visitors 
(1991), including more open learning opportunities and better 
links with further and higher education. The similar direction 
of the UKCC * s Report on Proposals for the future of Communi ty 
Education and Practice (1991) is also helpful. 

* W® RECOMMEND the speedy introduction of more flexible 
arrangements for , and content of, post-basic education and 
training in subjects related to forensic nursing , including 
greater opportunities for open learning and better links 
with further and higher education . 



Nurses working with prisoners 



f * 36 _‘ A current study is identifying the knowledge and skills 
likely to be needed by prison nurses in the future. At present 
hospital officers without a professional qualification (see 
paragraph 3.42) are recruited from discipline grades after a 
year s discipline training. This is followed by six months in- 
house training in nursing. Directly recruited nursing staff 
undergo six months discipline training. Increasingly staff are 
encouraged to take further post-basic and in-service training? 
fh rhe ENB courses listed at paragraph 4.34. We welcome 

with aS , we ) 11 as ?- ocal initiatives to improve relationships 

In nurse education. ° f nUrSin9 ° therS Who can assist 

2 ^t!L initiatives taken to enro1 Prison nurses 

° Used ENB courses are maintained and developed . 

* ^tTS K S 0 2?2f riS ° 1, f, COntinUe t0 f ° r * e clos ** 

cm assist inTi if' r iJ T S ° f nursin 9 others who 

can assist in the development of nurse education . 



PSYCHOLOGY 



Clinical psychologists 
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of postgraduate training available for psychology graduates. In 
1 990 the Department of Health's Manpower Advisory Group envisaged 
an increase in the intake for clinical psychology training from 
179 in 1989 to 305 in 1991. In the event, the intake for 1991 was 
207 (ie 68% of the recommended number). Clinical psychology 
remains a popular career choice , the ratio of applicants for 
training to the number of available places typically exceeding 



4.38. Action to increase the number of places will require a 
positive response from employing authorities within the context 
of Working Paper 10 (see paragraph 4.4). Hence, consideration of 
our projections of staffing need at paragraph 3.44 is very 
important. However, even with a rapid expansion in training 
places, it would be some time (the length of postgraduate 
training being three years) before the shortfall was remedied. 
In the meantime, a growth in post-qualification training for 
forensic work would be helpful, even although this could serve 
to exacerbate problems elsewhere in the NHS. There is, for 
example, a new Diploma /MSc course in forensic behavioural science 
at Liverpool University. More courses like this will be needed. 
There may also be scope for increasing training placements for 
clinical psychologists in prisons, although there would need to 
be proper clinical psychologist supervision and approval by the 
British Psychological Society. 

4.39. There are indications that psychological techniques are 
sometimes poorly applied in forensic settings. There is a need 
for more careful supervision of the use of psychological 
techniques, including better professional advice for staff. This 
implies an increased presence of qualified psychologists in 
forensic settings, with consequent staffing and training 
implications . 

* WE RECOMMEND that ■■ employing authorities give urgent 
consideration to the need for an increase in postgraduate 
training places for clinical psychologists to work with 
mentally disordered offenders . 



Prison psychologists 



4.40. Training for prison psychologists combines practical and 
academic work, spread over two years, which leads to an MSc in 
applied criminological psychology. Components include assessment 
and treatment of prisoners, and research. The maximum annual 
intake for the course is about 24. If prison psychologists are 
significantly to increase their contribution to work with 
mentally disordered offenders, a greater proportion of MSc time 
would heed to be devoted to this area. 
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THERAPISTS 



Occupational therapists 



4.41. In 1991 the Department of Health provided 795 training 
bursaries for occupational therapy, while colleges in the United 
Kingdom had a combined intake of 1,193 full and part-time OT 
students. Full-time courses are generally for three years and are 
nearly all of degree status. 

4.42. Recruitment to forensic services depends on a range of 
factors, not least of which are levels of support and 
supervision. Student or basic grade experience in a supported 
setting is an asset, but opportunities are few as many OT 
departments within forensic services are small and, with no 
probationary year, newly-qualified OTs may be working on their 
own. Effective supervision by senior staff and the presence of 
OT helpers and technical instructors (see below) is vital. 

4.43. There is no postgraduate training specifically for OTs 
working with mentally disordered offenders. There is, however, 
a special interest group for OTs working in secure environments 
(OTWISE) which receives many requests for information and 
arranges study days and courses. Access to relevant courses for 
further qualification is often limited by service commitments. 

OT helpers and technical instructors 

4.44. Helpers and technical instructors play a valuable role, but 
cannot take the place of fully-fledged OTs as they have not had 
the necessary training. Formal training is not a condition of 
service, but this is sometimes available to enable professional 
status to be achieved. Helper courses (relating to OT generally) 
are run in many parts of the country and usually involve day 
release for a year. These are likely to be incorporated in the 
National Vocational Qualification structure. Training for work 
with mentally disordered offenders is only available in-house 
locally. 

* WE RECOMMEND that consideration is given to the need for 
specialised post-qualifying training for occupational 
therapists working in secure settings . 

* WE RECOMMEND increased training opportunities for 
occupational therapy helpers and technical instructors 
working with mentally disordered offenders to attain 
professional status and generally to improve their skills . 



Speech and language therapists and interpreters 



4.45. Recruitment of speech and language therapists to forensic 
services is limited both by the lack of specific training at 
undergraduate level and (due to so many singleton posts) the few 
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in-service opportunities. One special hospital speech therapist 
has a student on clinical placement who takes a practical 
examination there. This example should be encouraged elsewhere. 

4.46. There is now a special interest group for speech therapists 
working in psychiatry. The College of Speech and Language 
Therapists has attempted to organise an advanced specialised 
course for therapists working in psychiatry, but difficulties 
have arisen through the need for suitably experienced colleagues 
to give up clinical time to participate. Joint training 
initiatives with other disciplines have often worked well and 
should be encouraged. Specialised training may be needed by 
interpreters who work with mentally disordered offenders 
(including people from ethnic minorities and those with hearing 
impairment) (see paragraph 3.47). 

4.47. There is a need for speech therapy departments (even small 
ones) to help overcome some of the training problems. 

* WE RECOMMEND that the Department of Health and the College 
of Speech and Language Therapists give further 

consideration to the development of an advanced specialised 
course for speech therapists working in psychiatry . They 
should consider also the scope for encouraging the 
development of speech therapy departments . 



Physiotherapists and other therapists 



4.48. We have identified few issues for the training of 
physiotherapists or other therapists working specifically with 
mentally disordered offenders. However, we draw attention here 
to the work of physiotherapists as members of mental health care 
teams. They have a key role in assessing patients' physical 
disorders, maintaining and improving their mobility and physical 
fitness, and relieving musculo-skeletal pain (eg following self- 
injury) . Using various physical methods, they can also contribute 
to the psychological treatment of patients, including programmes 
to promote their general well-being and self-esteem. 
Physiotherapy skills are often shared with other staff to ensure 
safe and effective methods of lifting and handling. A number of 
these points are already set out in Department of Health policy 
guidance ( Community Care with specific reference to adult 
mentally ill and mentally handicapped people: Government Response 
to the Second Report from the Social Services Committee 1984-85 
Session, Cmnd 9674). 



SOCIAL SERVICES AND PROBATION 



4.49. Major changes in the structure of education and training 
for personal social services staff at all levels (vocational, 
professional and post-qualifying) are currently being 
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implemented. The model at figure 4 illustrates the progressive 
structure of qualifications for personal social services and 
related professional training. It acknowledges the potential for 
shared training with other sectors, including health care. 



Basic training 



National Vocational Qualifications 

4.50. NVQs for staff providing care in residential, domiciliary 
and day care settings, and for health care support staff, have 
been available for nearly a year. There is a choice of "endorsed 
awards' 1 (options) to cover a wide range of needs, including a 
Level II endorsed award in Mental health care. 

Diploma in Social Work 

4.51. The Diploma in Social Work (DipSW) is replacing the 
Certificate of Qualification in Social Work and the Certificate 
in Social Science. It is a two-year basic social work 
qualification for all social workers and probation officers . It 
covers the competencies required by newly-qualified social 
workers in all settings and sectors, including voluntary and 
independent services. For those entering the probation service 
these are supplemented by additional requirements such as 
understanding the nature of offending behaviour, criminological 
therapy and law as it relates to the probation service in courts, 
penal establishments and mental health. 

4.52. Within the broad requirements for DipSW, the Central 
Council for Education and Training in Social Work (CCETSW) is 
providing specific guidance on "areas of particular practice" 
including mental health. This will set out also the additional 
knowledge and competencies that students choosing mental health 
as their practice area must achieve. 



Post-qualifying training and education 



4.53. CCETSW is piloting a new post-qualifying framework based 
system of credit accumulation valid throughout the United 

kingdom. This should make training more flexible and, hence 
accessible. It is designed to develop and improve professional 
competencies and to prepare staff for complex areas 0 P f work, such 
as that with mentally disordered offenders. The requirements for 

y orkers * nd Probation officers working with the latter 
group will be addressed during the pilot stage! A more intensivP 
specialised module is needed in this area, with accredited 
P lac = einen t s . Such a course should also be available for 
workers based in general hospitals or the community who mav 
require a range of similar skills. unity W no may 

4.54. The majority of social work and other staff workino in 
residential or day services for mentally ill people will come 
into contact with offenders. They should "have some* knowledge SI 
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how to respond and of possible dangers and difficulties. The 
function of a particular hostel or centre would tend to dictate 
the skills that staff may require. Short courses or workshops can 
help to develop skills and prepare staff for more intensive 
training, as well encouraging awareness of a range of special 
needs (see paragraph 4.2). Practice placements in forensic 
settings should also be available if offenders are admitted 
routinely. Training in the procedures of the Criminal Justice Act 
1991, operative from 1 October 1992, is being made available to 
probation staff ( see paragraph 4.67). This Act (on which the 
Department of Health is planning to issue guidance complementary 
to Home Office Circulars 6/1992 and 10/1992) has some training 
(and possibly staffing) implications for social services staff: 
for example, if the number of guardianship orders under the 
Mental Health Act increases as a by-product of local authorities’ 
attending court to say whether and how they could operate such 
a disposal (CR 3.19). 

Approved social workers 

4.55. The functions of ASWs are set out in DHSS Local Authority 
Circular (86)15 and in the Mental Health Act Code of Practice. 
Annex M to this report describes the purpose and objectives of 
their training, which comes closest to preparing social workers 
for work with mentally disordered offenders. This lasts a minimum 
of 60 days and is usually undertaken by social workers with at 
least two years professional experience who intend to work as 
ASWs. However, some courses have broadened their scope to include 
other social services staff and probation officers wishing to 
improve their knowledge of mental health matters . There are 
currently 70 ASW courses validated by CCETSW. In 1989/90 547 
people completed ASW training, 496 of whom were subsequently 
"approved" . 

4.56. ASW training does not necessarily cover forensic psychiatry 
nor the working of the criminal justice system. However, it 
should promote a detailed working knowledge of mental health and 
other relevant legislation, and LASSL (91)12 (op cit) suggests 
that it should incorporate training in the supervision provisions 
of the Criminal Procedure (Insanity and Unfitness to Plead) Act 
1991. Teaching should be undertaken by experienced social work 
and NHS staff and should include opportunities for placements in 
general and forensic mental health settings. The Government has 
said that it is "satisfied that the training needs of... social 
workers having responsibilities under the Mental Health Act 1983 
are being adequately met", but that it will "continue to seek 
such further improvements as experience suggests are necessary" 
(Baroness Denton of Wakefield, House of Lords Official Report, 
4 Mar 1992, col 833). CCETSW is currently reviewing the 
regulations for ASW programmes with a view to defining more 
clearly the necessary competencies. This would enable social 
workers to gain credits as part of the new post-qualifying award 
structure. 

* WE RECOMMEND that the Central Council for Education and 
Training in Social Work provides guidance on the particular 
skills required by social workers and probation officers 
involved in the care and management of mentally disordered 
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offenders . 



* WE RECOMB1END that CCETSW considers the need for an 
additional specialised training' module which addresses the 
skills and knowledge needed by social workers and probation 
officers working with mentally disordered offenders or 
similar patients in secure settings . 

* WE RECOMMEND that post-qualifying education and training is 
readily available for social services and probation staff 
working in a range of settings who are likely to come into 
contact with mentally disordered offenders . 

* WE RECOMMEND that revised guidance on the training and 
preparation of approved social workers should ensure that 
there is an adequate emphasis on the particular issues 
relating to mentally disordered offenders and on the 
working of the criminal justice system . There should also 
be training in the supervision provisions of the Criminal 
Procedure (Insanity and Unfitness to Plead) Act 1991 . 
Practice placements in forensic settings should be 
encouraged. 



Training Support: Programme 



4.57. The Social Services Training Support Programme (TSP) is a 
"specific grant" which will make available £29 million in 1992/3 
to support total expenditure of over £41 million (Department of 
Health LAC (91)21). Despite the reservations that many local 
authorities have about the grant-aided element being limited to 
70%, we see the TSP as a readily available and useful means, in 
future years, of promoting the training needs of social services 
staff working with mentally disordered offenders. Even a 
relatively modest initial contribution (say, £10,000 per annum 
per authority) would enable one or two staff in each area to 
develop expertise in aspects of forensic work, such as court 
diversion or that within a secure setting. In the medium to 
longer-term, of course, the financial implications of training 
will grow significantly in line with the development of services. 



* WE RECOMMEND that the Social Services Training Support 
Programme makes provision for the training of staff working 
with mentally disordered offenders. 



Interface between social services and probation 



4.58. We have carried forward the community advisory group's 
initial consideration of the interface between social services 
(in particular, social work) and probation in work with mentally 
disordered offenders (CR 3.38). Traditionally, social work has 
tended to be concerned with the "mental disorder" angle and 
probation with "offending", but increasingly staff in both 
professions are coming together in multi-disciplinary, multi- 
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agency teams . 

4.59. There is certainly an expectation that probation officers 
will become more involved in community care as such. Their future 
role is described in Crime , Justice and Protecting the Public (Cm 
965, 1990), paragraphs 7.19-7.22, and as follows in Home Office 
Circular 66/90, paragraph 17: 

"The probation service should act as part of a network of 
agencies .. .providing accommodation, care and treatment in 
the community for mentally disordered offenders." 

In the community group report, emphasis was placed on involving 
probation before a mentally disordered offender is charged with 
an offence (CR 2.16). Social workers, for their part, will have 
a growing role in court— based work and as part of formal 
arrangements for identifying and working with mentally disordered 
offenders. As noted at paragraph 4.51, the professions already 
have a common qualification (the DipSW) and a broadly similar 
training base. Indeed, in Scotland there is a single profession 
providing both social work and probation services (see Scottish 
Office Social Work Services Group (1991) National Objectives and 
Standards for Social Work Services in the Criminal Justice 
System ) . 

4.60. We support the moves in England towards closer working. We 
want to see joint training opportunities maximised and increased 
scope for mutual secondments. We have considered also the 
proposition that a small number of probation officers should be 
"approved" for the purposes of the Mental Health Act. This issue, 
which has been widely discussed in the course of this review, 
arouses strong feelings on both sides of the argument: many 
probation officers seem to be in favour; social workers are 
mostly against. On the probation side, it is felt that such 
approval could improve the handling of those cases where an ASW 
is not available at court to assess a defendant and, if 
necessary, apply for admission to hospital under Part II of the 
Mental Health Act. Conversely, social workers point to existing 
legislation and guidance which militates against approving 
officers of the court whose work is not routed in mainstream 
mental health services. There is a also a perception that such 
approval would be the thin end of a wedge created by difficulties 
in some areas in resourcing sufficient ASWs . In this respect it 
is important that contributions to court diversion schemes are 
settled at the outset (see paragraph 5.26). 

4.61. We have been greatly encouraged by the readiness of the 
professions jointly to address these sensitive issues . In 
particular, a meeting in February 1992 between representatives 
of the Association of Directors of Social Services and the 
Association of Chief Officers of Probation, convened as part of 
this review, has fostered continuing discussions which the 
Department of Health and the Home Office will follow closely . 
This seems a very helpful way forward. 

* WE RECOMMEND that the Department of Health and the Home 
Office should continue to encourage joint discussions 
between the probation and social work professions on their 
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developing interface in work with men tally disordered 
offenders. 



STAFF OF THE CRIMINAL JUSTICE SYSTEM 



The Police 



4.62. A recent review of police training suggested that officers 
at all levels were given effective training in the handling of 
mentally disordered offenders and in the various options for 
dealing with cases. Practical day to day experience enables many 
officers to build up further knowledge and insight, although some 
may need refresher training, for example, after some years away 
from the "beat' 1 . Additional guidance may be required on aspects 
of the Mental Health Act (eg the use of section 136) and on the 
initial identification of mental disorder (while recognising, of 
course, that the police cannot be expected to act as 
diagnosticians). Such training could be included in existing 
courses, although, as multi-agency working develops in this area, 
there should also be opportunities for joint training. 

* WE RECOMMEND that police training should cover relevant 
aspects of the Mental Health Act 1983 and the initial 
identification of suspects who appear to be mentally 
disordered. There should also be opportunities for 
" refresher " training and joint training with other groups 
working with mentally disordered offenders. 



Court-based and legal staff 



4.63. It is important that all those who encounter mentally 
disordered offenders through their work in the criminal justice 
system receive suitable training. Home Office Circular 66/90 
(CR, Annex B) made a start by describing professional roles in 
diversion and discontinuance. Work by the Hertfordshire Care 
Trust (see paragraph 5.28) has begun to identify, from the 
perspective of a "panel” scheme, the needs of those contributing 
to court work (including magistrates and lawyers). 

4.64. We invited a number of professional and legal bodies to 
offer their views on training needs. The following section takes 
account of their helpful responses. 



Solicitors 



4.65. An increasing number of solicitors involved in criminal 
work are being called upon to act in cases involving mentally 
disordered offenders. These are often difficult and unsuitable 
for unadmitted or inexperienced practitioners. At present there 
is little specific training, while solicitors who get involved 
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in seeking placements for their clients often have difficulty 
finding reliable information about what is available. Courses are 
mainly provided by voluntary organisations such as MIND, which 
is authorised by the Law Society as a provider of continuing 
education. We understand that the Law Society's Legal Education 
Division has been urged by its Mental Health and Disability Sub- 
committee to redouble efforts to encourage specialised training. 
The Sub-Committee also wants to see specific training in mental 
health matters for duty solicitors. We suggest that information 
about mental health and related services could be disseminated 
by multi-agency groups (CR 3.24-3.29) through local Law 
Societies, of which there are currently 127 in England and Wales 
(see Wallach, Why your local is good news ( The Independent , 24 
Apr 1992)). It may be helpful also if a local solicitor 
contributed to the work of a multi-professional core group for 
mentally disordered offenders (see paragraphs 5.8-5.12). 



Barristers 



4.66. Relevant training for barristers is also limited and very 
general. It would be for the Bar Council to consider whether 
specific training were needed, possibly jointly with solicitors. 



Magistrates and court staff 



4.67. Many magistrates' court staff receive no specific training 
on mental health issues. Most magistrates will undertake a 
certain amount of "refresher" training from among 25 topics 
approved by the Lord Chancellor. The latter include the doctor 
and the courts and psychiatry and the courts. Magistrates' Court 
Committees (CR 2.29) decide which topics to cover. Mental health 
training is often accorded a low priority. The Government is 
funding the training of magistrates' court staff and prison and 
probation officers in the provisions of the Criminal Justice Act 
1991. There is no specific module on mentally disordered 
offenders, although the Law Society has proposed to us that 
relevant issues should be covered in such training. We support 
that view. 



The Judiciary 



4.68. The training of judges is overseen by the Judicial Studies 
Board. The Board's Criminal Committee organises induction and 
refresher seminars for newly-appointed Assistant Recorders and 
experienced Circuit Judges and Recorders . Newly-appointed judges 
of the Queen's Bench Division are invited to the refresher 
seminars. The Boards' Reports show that, while refresher seminars 
on the mentally abnormal offender were held in 1983 and 1986, 
there has been none since. 
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Crown Prosecution Service 



4.69. The Crown Prosecution Service (CPS) has its own Training 
Division which runs an extensive programme of in-house courses. 
No single course deals specifically with mentally disordered 
offenders. Vocational courses tend to concentrate on how 
prosecutors should apply the Code for Crown Prosecutors , issued 
under section 5.10 of the Prosecution of Offences Act 1985. A 
recent revision of the Code includes examples of when prosecution 
may not be required in the public interest. Mental disorder is 
considered at paragraph 8 ( v) : see Annex: if. Crown Prosecutors also 
receive guidance on new policy and practice initiatives. Local 
involvement in these is monitored. 



* WE RECOMMEND that the Home Office and Department of Heal th 
explore with the Lord Chancellor's Department , the Crown 
Prosecution Service and relevant professional and training 
bodies how training for court-based and legal staff who 
come into contact with mentally disordered offenders could 
best be promoted and made more widely available . 

* WE RECOMMEND that effective links are developed between 
local Law Societies and multi-agency groups for mentally 
disordered offenders . 



Staff working in prisons 



4.70. We have commented in this chapter on the training needs of 
particular disciplines working with mentally disordered 
prisoners. It is important to emphasise that others, including 
prison officers, would benefit from training in the recognition 
of mental illness and in particular aspects of the care of 
mentally disordered offenders. Similarly, training related to 
care in a prison environment should be available generally for 
visiting specialists. 



EDUCATION 



4.71. The 1991 NIACE conference ( Education Provision in NHS 
Forensic Secure Units , op cit ) identified a number of key skills 
that form part of "continuous and reflective" staff development 
{ibid, paragraph 4.4). In summary, these are: 

i. awareness of the range of learning opportunities and an 
understanding the specific learning needs of mentally 
disordered offenders; 

ii. the ability to handle the boundaries between "therapy" 
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and ’’education” and between teacher and client; 

iii . effective negotiating skills within multi-disciplinary 
teams ( see paragraphs 5.8-5,12); 

iv. effective handling of confidentiality issues; 

v. risk assessment and risk management (see paragraph 
5.37); 

vi. gearing the curriculum to a smooth transfer to 
community support. 

4.72. It is important that education staff working in secure 
settings do not become too isolated from mainstream education or 
from those providing education in other similar units. 



CONCLUSIONS 



4.73. We have made a number of recommendations for the basic and 
post-qualifying training of staff working with mentally 
disordered offenders. In some instances there is a need for 
improved specialised training; in others, it will be a matter of 
adapting existing training to ensure that the necessary issues 
are covered. Agencies should ensure that their training 
strategies are complementary with those of other agencies working 
with mentally disordered offenders and that they take account of 
assessed service needs as well as the specific training 
requirements of individuals. As with staffing in this area of 
work, training has significant additional resource implications. 
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Chapter Fives 
MULTI-AGENCY ISSUES 



5.1. It is a little artificial to identify particular issues as 
"multi-agency" since a joint approach runs to the heart of so 
much that needs to be done to develop services for mentally 
disordered offenders. However, some of the key areas identified 
by the earlier advisory groups, especially the community group, 
raise staffing and training questions (some already considered 
in respect of particular disciplines) that may conveniently be 
addressed under that broad head. Some of these have specifically 
been remitted to us. 

5.2. This chapter considers aspects of: 

equal opportune ti es ( paragraphs 5.3-5 . 7) ; 

mul ti -professional core teams ( paragraphs 5 . 8-5 . 12); 

the initial assessment of people who appear to be mentally 
disordered ( paragraphs 5 . 13-5. 15) ; 

the recording and availability of information (paragraphs 
5. 16-5.21); 

court diversion schemes (paragraphs 5.22-5.29); 
care programmes ( paragra phs 5.30-5.35); 

risk assessment and responses to violence (paragraphs 5.36- 
5.39); 

central referral points (paragraphs 5.40-5.43); and 

transport ( paragraphs 5 . 44-5 .47). 

In the wider interests of the review, it has been convenient in 
places to develop issues a little beyond the basic staffing and 
training implications. However, we have not sought to replicate 
the coverage already given to these issues by the earlier groups. 
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EQUAL OPPORTUNITIES (CR 1 .8? OV 7) 



5.3. Issues of race and gender are among those being considered 
in detail by the working group on special needs (see paragraph 
1.4). However, they raise important staffing and training needs 
which merit some comment in this report. 



Women 



5.4. The majority of mentally disordered offenders are men. As 
a result, women (especially within male-dominated settings) are 
sometimes demeaned and their needs, including their more personal 
needs as women, often given insufficent attention. There is also 
research to suggest that women are more likely than men to be 
perceived as "mad" rather than "bad". Staff in all disciplines 
should be aware of problems that may arise and how to tackle 
them. These issues should be covered in training courses. There 
are also staffing issues, including attention to gender mix where 
this is necessary to ensure that female patients get the full 
benefit of care and treatment. In that respect the Mental Health 
Act Commission's observations about Special Hospitals have a more 
general application: 

"There should always be sufficient women staff to manage 
the "hands-on" care needs of women patients. The Commission 
would also like to see more women charge nurses who can 
demonstrate a positive image of women in positions of 
responsibility. Sufficient women staff will also enable 
women patients who find it difficult or unhelpful to 
discuss their concerns with men to identify a member of the 
ward staff to whom they can talk on a day to day basis" 
( Fourth Biennial Report (op cit), section 4.4(d)(ii)). 



Ethnic minority groups 



5.5. Ethnic minority groups, in particular people of Afro- 
Caribbean origin, are over-represented in both the prison 
population and among those cared for by mental health services, 
in particular in higher degrees of security (see, eg, MHAC (1987) 
Second Biennial Report 1985-1987 , section 17.2). The reasons for 
this may be contentious, but, as a matter of principle, we agree 
with the community advisory group that "ethnic minority groups 
should have equal access to services and should not be 
disadvataged, for example, through cultural differences, or 
racial stereotyping which may influence diagnosis" (CR 1.8). 

5.6. This approach raises clear staffing and training issues, not 
least because the various agencies concerned have progressed at 
different rates in the introduction and implementation of equal 
opportunities policies. In particular: 

i. recruitment of ethnic minority staff varies 
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considerably, although some agencies have made positive 
efforts backed up by training and staff support. Staff may 
need to be recruited from a range of ethnic groups to 
ensure that assessment and services (as well as information 
about these) can be made available to all patients (see, 
eg, Department of Health (1990) Community Care in the Next 
Decade and Beyond, paragraphs 3.21-3.22); 

ii. the training provided for staff in basic professional 
courses is also variable and in many instances needs to be 
strengthened ; 

iii. there is good scope for developing training among 
staff locally to help them to address issues of prejudice, 
fear, culture and religion, and generally to enable them to 
respond to the needs of people from differing racial and 
cultural backgrounds (see, eg. Report of the Committee of 
Inquiry into the Care and After-Care of Miss Sharon 
Campbell (Cm 440, 1988), paragraphs 16.29-16.30); 

iv. reliable information is required. For example, 
information on ethnic origin is to be included in patient 
data collected by health authorities (Department of Health 
Press Release H91/621). 

5.7. In making these observations, we draw attention to our 
recommendation at paragraph 1.5 that "the Steering Committee 
considers how work on the staffing and training implications of 
services for people with "special needs " can best be carried 
forward " . 

* WE RECOMMEND that agencies f staffing and training policies 
adopt a positive approach to the special needs of women and 
people from ethnic minorities . 



MULTI-PROFESSIONAL CORE TEAMS (CR 3.34-3.37) 



5.8. The community advisory group recommended the establishment 
of multi-agency "core teams", possibly at supra-district level, 
to be responsible for "ensuring that mentally disordered 
offenders, and others with similar needs, within a defined area 
are properly assessed at the "point of entry" (and as necessary 
thereafter) and then receive, or are referred to those who^ will 
provide, the continuing care and treatment they need..." (CR 
3.34). These would be working groups of practitioners, separate 
from the strategic multi-agency focus also recommended by the 
community group (CR 3.24-3.33). 

Marching to the same tune 

5.9. The community group recognised that, in some localities, it 
may be difficult to develop full-time teams because of a lack of 
suitable and available staff. We agree with that view, and accept 
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also that, in some instances, part-time contributions may be 
inevitable, even desirable. There is, in any event, a risk that 
too many multi-agency groups can become a disproportionate drain 
on staff time and administrative resources generally and thus 
complicate rather than assist joint working. So we see some 
positive benefits of cross-membership with, say, general mental 
health, learning disability or primary care teams. The main 
requirement is that those who do contribute are "learning to 
march to the same tune" (Chiswick (1992) BMJ 304; 267-8). 

5.10. The community group envisaged (and this report has 
reflected) that the following groups would usually contribute to 
core teams: 

general practitioners and other primary care workers; 

forensic and general psychiatrists; 

nurses, including community psychiatric nurses; 

approved and generic social workers (and other social 
services staff as necessary) ; 

probation officers; 

clinical psychologists ; and 

therapists . 

There would be links with the police, courts. Crown Prosection 
Service, voluntary and independent sectors (if not provided 
through the above groups) and "possibly" the local social 
security office (CR 3.35). We think that the latter should be 
encouraged, given the complexities of the benefits system and the 
importance of social security to the maintenance of many mentally 
disordered people in the community . 

5.11. We should expect a prison link to be established (possibly 
effected automatically if prisons contract in a mental health 
care service) . Adult education , housing and employment services 
should also be involved as necessary. As suggested at paragraph 
4.65, a formal link with a local solicitor may be useful. 

5.12. It would be important for working arrangements to be 
defined as clearly as possible to ensure that scarce resources 
were deployed effectively. It would not be necessary, for 
example, for each contributor be involved in every case review. 
In practice, care and treatment will mostly be provided by 
general mental health teams (which, as implied at paragraph 1.16, 
would need to be resourced accordingly). 

* RECOMMEND that agencies developing multi— prof ess ional 
core teams consider the scope for cross -membership wi th 
other relevant teams in the interests of overall service 
effectiveness . 

* WE RECOMMEND that the need to care for and treat mentally 
disordered offenders who are not referred to the 
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specialised forensic (or other specialised ) services should 
.g-b reflected in the staffing and training of general mental 
health teams. (See also paragraph 3 . 8 of the report of the 
community advisory group.) 

* RECOMMEND that there should he closer links between 
teams caring for mentally disordered offenders and local 
social security offices to heighten understanding of the 
benefits system and to help ensure the prompt availability 
of benefit to those who qualify for it. 

* RECOMMEND that (in addition to the groups identified at 
paragraph 3.34 of the report of the community advisory 
group) core teams should include an identifiable prison 
link and that adult education, housing and employment 
services and a solicitor dealing with mentally disordered 
offender cases should be included as necessary. 



INITIAL ASSESSMENTS OF PEOPLE THOUGHT TO BE 
MENTALLY DISORDERED (CR 2.9-2.11 ; CR 4. 5-4. 6) 



5.13. Information about the present use of section 136 of the 
Mental Health Act (removal to a place of safety) is patchy and 
relates mainly to instances where a hospital admission takes 
place. This suggests wide variations across the country, over 85% 
of recorded hospital admissions in 1989/90 being in the four 
Thames Regions of the NHS. Figures on the use of police stations 
are available only for the Metropolitan Police area. Diversion 
work by the National Association for the Care and Resettlement 
of Offenders (NACRO) in three project areas (Birmingham, Kirklees 
and Merseyside) has identified considerable difficulties in 
obtaining relevant data. This raises some general questions about 
access to information which are considered at paragraphs 5.16 et 
seq. Such information as is available in the NACRO areas tends 
to suggest that a large proportion of mentally disordered 
suspects are arrested first and that a mental health problem is 
only detected later. 

5.14. The development of more effective arrangements for the 
initial assessment of people, not necessarily offenders, who 
appear to be mentally disordered (including greater use, except 
perhaps in some rural areas, of health and social services 
facilities, rather than police stations) would undoubtedly have 
implications for both staff time and accommodation. In addition, 
better assessment arrangements would probably increase the 
overall need for follow-up care (see, eg, paragraph 5.26). 

5.15. These issues are being addressed in an increasing number 
of localities, with procedures being established between health 
and social services and the police to ensure the availability of 
the necessary staff. The roles of key individuals in these 
processes are considered in Chapter 1 0 of the Mental Health Act 
Code of Practice . The community advisory group recommended that 
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the requirement for section 136 (and similar) services should 
form part of a wider research study. We strongly support this 
proposal, which is being considered by the research advisory 
group . 

* WE RECOMMEND that comprehensive information on the use of 
section 136 of the Mental Health Act is collected in a 
standardised form so that satisfactory estimates can be 
made of the resource (including staffing and accommodation) 
implications of increased referrals to the health and 
social services . We support the view of the community 
advisory group that research is needed on the use of 
section 136. 



THE RECORDING AND AVAILABILITY OF INFORMATION 

(CR 4.5-4. 6; PR 5.32) 




5.16. The frequent absence of coordinated recording and 
information systems across all agencies is a considerable 
disadvantage both to those planning and purchasing services and 
to practitioners who need information on the broader management 
of a case. 

5.17. NACRO (see paragraph 5.13) has highlighted this problem in 
the course of its pilot projects. The Sharon Campbell Report 
commented on an individual case that "it was not that there was 
wilfulness in the lack of coordination, but that information that 
one practitioner had might not reach another practitioner in the 
same or a different discipline" (op cit, paragraph 16.9). In the 
course of the present review, the prison advisory * group 
concluded: 

"At times it was difficult for professionals directly 
involved in the management of a prisoner with mental health 
problems to obtain information relating to his condition. 
This could lead to delays in effecting transfer, treatment 
or counselling. Professionals in this position need to have 
as full an understanding as possible of the problems faced 
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by the individual. Closer alignment with NHS multi- 
disciplinary working should ensure that whilst information 
relating to the patient is treated confidentially, the 
hearth care team are able to make the full assessment 
required to effectively address the prisoner's needs" (PR 
5.32). 

5.18. NACRO is developing a recording system which would: 

i. note relevant information at the earliest opportunity, 
usually when the police are first involved; 

ii. record and progressively up-date information so that it 
can "travel" with a patient wherever he or she goes in the 
criminal justice, health or social services; 

iii. provide feedback to referring agencies on responses and 
outcomes (an aspect relevant also to service evaluation and 
performance measurement ) ; 

iv . be monitored independently of the agencies concerned. 

The Association is about to pilot a system in Kirkless and hopes 
to develop similar (though not identical) models in its other 
project areas. 

5.19. Such procedures have practical and ethical implications. 
There are issues of confidentiality and consent, as well as 
tricky questions raised by the linkage of criminal and clinical 
information and the "spending" of convictions after a certain 
period. Various codes of practice offer some guarantees against 
abuse and databases would require protection from unauthorised 
use. There may need to be scope for subsequent "de-registration". 
Users themselves may wish to exercise some control over 
information that is stored or passed on about them: for example, 
the Patient's Charter (1991) identifies a right "to have access 
to your health records, and to know that those working for the 
NHS are under a legal duty to keep their contents confidential . " 
Department of Health Circular (90)23, paragraph 17, is also 
relevant: 

"...professional staff implementing a care programme may 
decide that they need a suitable information system. . .When 
establishing such a system, those concerned have a duty to 
consider how to ensure the proper confidentiality of 
information about individual patients . " 

5.20. Some of these issues were addressed in the report of a 
DHSS /National Unit for Psychiatric Research and Development 
conference ( NUPRD (1988) Towards Co-ordinated Care for People 
with Long-Term, Severe Mental Illness ). This identifies some 
examples from practice, including the microcomputer projects in 
Hackney, Salford and Southampton, funded under the DHSS 
"Coordinated After-Care for Schizophrenia" initiative, which 
helped to pave the way for the "care programme" approach (CR 
3.14-3.18; paragraphs 5.30-5.35 below)). 

5.21. Despite the undoubted sensitivities, we conclude that, 
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since the absence of relevant information may well hamper the 
handling of a case in the round , the balance of advantage would 
seem to favour its availability to those who, in a patient 1 s own 
interests , need access to it. There is an analogy here with child 
protection systems . We envisage that local arrangements might 
operate under the aegis of the strategic multi-agency groups 
recommended by the community advisory group (possibly in 
conjunction with the area ("Woolf") committees proposed for the 
criminal justice system in Custody, Care and Justice (op cit) (CR 
3.27-3.32). We should welcome views on these matters through 
consultation on this report . 

* WE RECOMMEND that consideration is given to the development 
of systems which enable information that is likely to be 
needed , in a patient S s interests , by practitioners in a 
range of agencies to be available across agency boundaries . 
These might operate under the aegis of strategic multi- 
agency groups for mentally disordered offenders (possibly 
linked to area committees for the criminal justice system). 
Account should be taken of ethical and practical 
difficulties , as well as views expressed through 

consultation on this report. 



COURT DIVERSION SCHEMES (CR 2.28-2.32) 



5.22. In discussing the staffing and training implications of 
court assessment and diversion schemes, we emphasise that we do 
not have in mind any particular model. Much attention has 
recently been focused on "court psychiatrist" schemes (one the 
subject of the main piece of substantive research in this area: 
Joseph, op cit). So-called "panel schemes" have also been widely 
propagated. However, we join with the community advisory group 
in drawing attention to the growing diversity of such 
arrangements (CR 2.30). We believe that no firm view should be 
taken nationally about preferred models at least until the range 
of different schemes and outcomes for patients have been properly 
evaluated. A number of evaluations are currently in progress. An 
initial framework for performance measurement (see figure 5) is 
being developed through the current review (and forms part of a 
report to the finance advisory group) . 

Resource implications 

5.23. There is power under regulations issued under the 
Prosecution of Offences Act 1985 to pay for medical reports to 
court. The rates differ as between consultants and other medical 
practitioners. The Government is making £4 million available over 
the next three years to fund an expansion of court— based 
assessment and diversion schemes (House of Lords written answer, 
19 Feb 1992). However, the community advisory group noted that, 
even with scope to fund assessment work, insufficient health and 
social services staff may be available to undertake this unless 
their authorities' existing priorities are readjusted. 
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Figure 5 



MENTALLY DISORDERED OFFENDERS:- PREVENTION AND DIVERSION 



Local Objective 


Service Objective 


Service Unit 


Service input 


Service Output 


Service Outcome 


Health and Social 
Outcome 


To reduce the 
possibility of ever 
becoming an MDO, 
by early identification 
and treatment of 
mental disorder with 
assertive monitoring. 


Identify early signs of 
mental disorder as 
soon as possible. 
Monitor via care 
programme. 


GPs, social worker, 
CPNs, Mental Health 
Unit other key 
worker, forensic 
psychiatrist 

psychiatrist , access 
to DLW, RSU, SH. 
Voluntary agencies. 


Identify those at risk. 
Educate the patient 
and his carers. Treat 
Monitor (care 
programme) 
Manpower, education, 
research, training. 


- Numbers identified 

- Numbers treated 

- Numbers monitored. 


% correctly identified 
(% missed) 

% appropriately 
monitored 

% who fall out of care 
(care programme). 


- Reduce incidence 
and prevalence of 
offending amongst 
mentally disordered. 


To increase the 
proportion of mentally 
disordered offenders 
diverted to health and 
social services care 
before entry into CJS 
pre-arrest or arrest 


identify MDO and 
divert to hospital or 
community. 


police 

psychiatrist (Gen, 
For/C&A/LD) 
mental health unit 
DLW, RSU, SH 
social worker 
duty solicitor 
community 
placements (hostel 
etc) housing dept 
voluntary agencies. 


Identify those at risk. 
Close links between 
police & psychiatrists 
& other agencies. 
Manpower, training. 
Local SI 36 policy & 
24 hr duty rotas for 
psychs, SI 2 doctors 
system. Care 
programme. 


- Numbers identified 

- Numbers diverted: 

informally 
under S2, S3, S4 
SI 36. 


% correctly identified 
(% missed) 

% diverted effectively 
(measure with suitable 
scale?) 


- Reduce numbers of 
suicides in prison 

- Reduced risk of 
prolonging episode of 
illness by maximising 
opportunity for early 
intervention. 

- reduced risk to the 
public of harm. 


To increase the 
po portion of mentally 
disordered offenders 
diverted to health and 
social services care 
before entry into the 
CJS from the police 
ceils. 


Identify MDO and 
divert to hospital or 
community. 


police, duty solicitor, 
probation, psychiatrist 
(as above) social 
worker, voluntary 
agencies, CPS 
mental health unit, 
DLW, RSU, SH 
community 
placements (hostel 
etc) housing dept 
Transport to hospital. 


Identify MDOs at risk. 
Care programme. 
Manpower, training, 
education. Multi- 
agency working. 

Local Si 36 policy, 24 
hr duty rota for 
psychs, SI 2 system 
for doctors. 


- Numbers identified 

- Numbers diverted: 

informally 
under S2, S3, S4 
SI 36. 


% correctly identified 
%correctiy diverted 
(effectiveness of 
diversion - measure 
with suitable scale. 
One factor would be 
time) 


- Reduce 
homelessness 

- Reduce numbers of 
suicides in prison 

- Reduce risk to the 
public of harm 

- Reduce prevalence 
of mental disorder in 
the prison popn. 

- Decrease numbers 
of MDOs in police 
cells. 
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Local Objective 


Service Objective 


Service Unit 


Service Input 


Service Output 


Service Outcome ! 


Health and Social 
Outcome 


To increase the 
proportion of MDOs 
diverted to health and 
social services after 
entry into CJS from 
the courts. 


Identify MDO and 
divert to hospital or 
the community. 


Probation, 
magistrates, judges, 
duty solicitor, CPS, 
psychiatrist (as above) 
social worker, mental 
health unit, DLW, 

RSU, SH. Community 
placement (hostel etc) 
housing dept 
Transport to 
hospital/community 
Room at court to 
interview. 


identify those at risk. 
Care programme, 
Manpower, training, 
education policies. 
Court diversion 
scheme. Multiagency 
working, SI 2 system 
for doctors, SW duty 
system. 


- Numbers identified. 

- Numbers diverted: 

informally 
discontinuances 
probation with 
condition treatment 
S2, S3, S35, S36, 
S37. 


% correctly identified 1 

% correctly diverted 
(effectiveness of 1 

diversion - measure 1 

with suitable scale. | 

One factor would be 
time.) 


• Reduce suicides in 
prison 

- Reduce prevalence 
of mental disorder in 
prison population 
(spot audit) 

- Reduce 
homelessness 

- Reduce numbers of 
MDOs with ’case 
dismissed" and no 
follow up. 


To increase the 
proportion of MDOs. 
diverted from health 
and social services 
after entry into CJS 
from prisons. 


Identify MDO and 
divert to hospital or 
the community. 


Health care service for 
prisoners (including 
doctors and health 
care workers) mental 
health unit, DLW, 

RSU, SH, CPS. C3 
HO, Courts Mag & 
Judges, Psychiatrist 
(gen/for/C&A/LD) 

CPN, SW, 
psychologist. 


identify MDO at risk. 
Suitable reception 
screening and 
throughcare (Health 
Care Standard). Care 
programme, Training, 
Manpower, Education 
Policies. Multiagency 
working. Screening 
for sentenced popn. 


- Numbers of psych, 
court reports. 

- Numbers identified 

- Numbers diverted: 
S35, S36, S48, S47 
(Governor’s order). 


% correctly identified 
% correctly diverted 
% identified and 
diverted within 
specific time. 


- Reduce numbers of 
suicides in prison 

- Reduce prevalence 
of mental disorder in 
prison population 

! (spot audit). 


To reduce the relapse 
and possibility of 
reoffending with re- 
entry into the CHS by 
ensuring appropriate 
follow-up and care 
after diversion, 
discharge or release. 


To enable the MDO to 
be ‘plugged* into care 
programme. 


Health care service for 
prisoners, police, 
probation magistrates, 
judge, psychiatrist 
(for/gen/C&A,LD) SW, 
Mental health unit, 
DLW, RSU, SH, CPN, 
housing dept hostels, 
day care outpatients. 


Identify MDO 
multiagency working 
to ensure assessment 
and placement prior 
to discharge/release 
or transfer. Care 
programme, key 
worker, Training, 
Education, Manpower 
policies. 


- Numbers 'plugged* 
in to care programme 
on 

discharge/release/dive 

rsion. 


% correctly identified 
% who fall out of 
care. 


- Reduce reoffending 

\ - Reduce risk to 

| public of harm. 

{ - Increase health and 

I social functioning 

(multi-axial measure to 
J be developed) 

- Reduce prevalence 

1 of mental disorder in 

! prison population 

I - Reduce 

I homelessness 
amongst MDOs. 


p— 
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5.24. In the course of this review, some commentators have 
suggested that diversion schemes can be established with minimal 
resources, possibly even at nil cost. In our view, such claims 
must be viewed with caution, even though some schemes have 
undoubtedly been driven by individual initiative, goodwill and 
little else. To take just one example, James and Hamilton ( BMJ 
1991; 303: 282-5) have concluded that schemes in some areas could 
be set up within existing service provision. They noted that a 
modest grant for secretarial and administrative support would 
have assisted their own scheme, but that the only cost to the 
court was the psychiatrist's fee. However, they recorded also 
that : 



i. " holding offenders on remand overnight sometimes proved 
necessary due to a shortage of approved social workers 
and that: 

ii. " for all those swiftly removed into hospital under the 
liaison scheme costs are in effect transferred from the 
prison to the hospital budget". (In that respect, we note 
Joseph's conclusion that "the saving to the prison in 
reduced time on remand is double the increased hospital 
admission time generated by the scheme": op cit, paragraph 
7.19). 

5.25. The financial aspects of diversion schemes are primarily 
ones for the finance advisory group. To that end, we have 
identified in Chapter 3 some of the likely staffing implications 
by discipline. More generally, the observations at paragraphs 
5.24 (i) and (ii) highlight two of the principal staffing and 
training issues to be addressed in establishing effective 
arrangements : 

i. the need for multi-disciplinary inputs , including those 
of social services, to be secured from the outset (social 
services support has since been secured for the scheme in 
question) ; 

ii. that the greatest resource implication of diversion 
schemes is consequent provision of health and social 
services (although James and Hamilton observed also that 
remand costs can be reduced substantially and that early 
hospital admissions may reduce the length of stay and 
improve longer-term prognosis). As the community advisory 
group put it, "the identification of mentally disordered 
offenders requiring diversion. . .is only one half of an 
equation. It is not of itself a panacea " (CR 3.1). 

Training implications 

5.26. Joseph concluded that "the psychiatrist at court can 
provide a more efficient, cost-effective service for mentally 
disordered defendants charged with less serious offences. . . [T]he 
Health Service will need to be encouraged to change established 
working practices and be prepared to intervene earlier in the 
remand process without fearing this will overwhelm limited 
resources" (ibid, paragraph 7.23) (CR 2.19). 
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5.27. For the medium to longer-term, more needs to be done to 

promote the principle that court (or pre-court) assessments 
should be a normal part of health and social services 
responsibilities. Progress in some localities suggests that it 
should be possible to train, or deploy more effectively, a range 
of existing staff: for example, beyond the setting up of a 

scheme, and provided that effective multi-professional links are 
developed, it should not be necessary for a forensic psychiatrist 
(still less a consultant) to be involved in all cases (CR 2.30). 
Blumenthal and Wessley (op cit) found that over 75% of their 
sample of general psychiatrists regarded diversion from custody 
as an issue for both forensic and general psychiatrists. There 
is almost certainly scope for greater involvement by the latter, 
as well as (for example ) CPNs - the pioneering scheme in 
Birmingham (CR, Annex D) is being extended to Coventry and 
Wolverhampton - and social services. Such diversity is likely 
to be stimulated as new initiatives are evaluated and the results 
disseminated. It is partly for this reason that agencies should 
seek to develop the sort of scheme that best fits local 
circumstances, including the availability of suitable staff, 
rather than lock themselves automatically into any particular 
model that has been developed elsewhere. 

5.28. Guidance on the roles and training needs of practitioners 
involved in assessment and diversionary work would be very 
useful. The Home Office has already commissioned work in this 
area from the Hertfordshire Care Trust (panel scheme described 
at Annex C to Circular 66/90: CR, Annex B), which, in addition 
to the health, social service and probation components, helpfully 
identifies the contributions of others, including magistrates. 
Crown Prosecutors and defence solicitors. However, it follows 
from our observations above that any centrally-issued guidance 
should take account of wider experience and not draw on a single 
model . 

5.29. Training modules should also be considered, possibly 
grafted onto exisiting courses. We have already seen an outline 
proposal based on the panel scheme approach. We suggest that the 
Department of Health and Home Office pursue this issue initially 
with the relevant professional bodies, but again drawing on the 
range of available models. It is important also that diversion 
work should not come to be viewed in isolation, still less as a 
quasi-specialism. It is not, as we have said, an end in itself, 
but rather a component of a much wider service. 

* WE? RECOMMEND that any national view on preferred models for 
court-based assessment and diversion schemes should be 
taken only after the growing range of such schemes , and 
outcomes for patients , have been fully evaluated. 

* WE RECOMMEND that agencies proposing to establish court 
diversion schemes work jointly from the outset to secure 
the range of professional inputs that may be needed and to 
assess the potential resource (including staffing and 
training ) implications of increased diversion to the health 
and social services . 

WE .RECOMMEND' that broadly-based guidance is prepared , and 
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issue 3 centrally, on the roles and training needs of staff 
(including court officials and members of the legal 
profession) involved in court diversionary work. 

* RECOMMEND that the Department of Health and the Home 
Office consider , initially with the relevant professional 
bodies , the scope for formal training for staff involved in 
court diversion schemes. Such training should reflect the 
fact that schemes are part of a much broader service 
network and that they are a means to an end, not an end in 
themselves. 



CARE PROGRAMMES (CR 3.14-3.18; PR 5.37-5.38) 



Application to prisoners and discharged prisoners 

5.30. The effective application of the "care programme" 
arrangements (Health Circular (90)23: CR, Annex E; PR, Annex C) 
to prisoners and discharged prisoners with continuing mental 
health care needs would present some staffing and certainly 
training implications for the developing Health Care Service for 
Prisoners, even though what it promotes is basic good practice. 
The needs of prisoners and the role of staff in the criminal 
justice system were not addressed when HC(90)23 was prepared. 
Before the publication of the earlier advisory group reports, 
there was minimal awareness of the initiative among the criminal 
justice services, although it has featured as an option in some 
local agreements with the police on the operation of section 136. 
(Care programmes are, incidentally, being introduced for all 
Special Hospital patients, including those with learning 
disabilities.) 

5.31. Under the existing guidance, increased diversion from the 
criminal justice system through the involvement of the 
specialised psychiatric services should automatically trigger the 
care programme mechanism. Strictly speaking, the same should 
happen on the discharge of a prisoner with mental health care 
needs if this is planned, as it should be, in a similar way as 
for a hospital in-patient (PR 5.36). 

5.32. In practice, however, the application of care programmes 
to discharged prisoners would represent for most authorities a 
extension of the scheme. This issue is currently being addressed 
by agencies in Wessex Region who are developing an action 
research project. The Mental Health Foundation is funding this 
over three years, the Department of Health having provided a 
"pump-priming" contribution of £40,000 in 1991/2. Outline 
details, including the likely staffing implications are at Annex 
O. NACRO intends to mount a project on the resettlement of 
mentally disordered offenders, linked to one or two prisons in 
the West Midlands. This is expected to provide pointers to the 
effective implementation of care programmes. 
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5.33. The contracting- in of an MBS mental health care service to 
prisons could be expected to lead to a more consistent approach 
to case management, including the probability of smoother 
transitions to community care (or, indeed, remissions to prison 
after mental health care in hospital: we consider that care 
programmes should apply here too). The care programme approach 
needs to be recognised explicitly in contracts for such services. 

Linking professional inputs 

5.34. HC (90)23 (Annex, paragraph 9) states that: 

" although all patients concerned will be patients of a 
consultant psychiatrist , modern psychiatric practice calls 
for effective inter-professional collaboration between 
psychiatrists, nurses, psychologists, occupational 

therapists and other health service professional staff, 
including social workers employed by social services 
authorities, and general practitioners and the primary care 
team, and proper consultation with patients and their 
carers" . 

5.35. As we set out at paragraphs 5.10-5.11 above, the team 

dealing with mentally disordered offenders will be much wider 
than this; indeed, where there are additional special needs 
(learning disabilities, substance misuse, etc), other 

professional teams will need to be involved. As with other 
mentally disordered people, housing and employment services may 
be required. All these groups must be linked into the care 
programme network to ensure: 

i. that services assessed as necessary can, within 
available resources, be provided (see HC(90)23, paragraph 
10) or, if minimum health and social care needs in the 
community cannot be met, that in-patient treatment is 
offered (ibid, paragraph 6); 

ii. that assessments of risk can be made on a multi- 
disciplinary basis (see paragraph 5.37 below); 

iii . that the agreement is obtained of all professional 
staff and carers expected to contribute to the care 
programme and that they are able to participate as planned 
(HC(23)90, paragraph 10); 

iv. that a care coordinator (or "key worker") is appointed 
(ibid, paragraphs 15—1 6 ; CR 3.36); 

v. that contact is maintained with a general practitioner 
(ibid, paragraph 19), who should be involved directly as 
necessary (eg in discharge planning); 

vi. that training needs are addressed. 

* WE RECOMMEND that health , social services and criminal 
justice agencies agree a joint approach to the staffing, 
training and financial aspects of operating care programmes 
for mentally disordered offenders, including for discharged 
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prisoners with continuing' mental health care needs. The 
Department of Health , in conjunction with the Home Office , 
should also consider the resource implications of what , in 
practice , would he an extension of the care programme 
arrangements and should consider issuing guidance to 
health , social service and criminal justice agencies on the 
application of care programmes to mentally disordered 
offenders . 

* WE RECOMMEND that contracts to provide mental health care 
services to prisons should recognise explicitly the need to 
operate the care programme approach. 

* WE RECOMSEND that care programmes should be automatic for 
patients remitted to prison after mental health treatment 
in hospital . 



ASSESSMENT OF RISK AND RESPONSES TO VIOLENCE (PR, 

Annex B) 



5.36. "Risk" may be viewed not only in terms of possible physical 
harm to others or to the patient himself. It may include such 
eventualities as distress or embarrassment, damage to property, 
and other offending. 

5.37. It is important that, wherever possible, assessments of 
risk, usually followed up through a care programme, are 
undertaken on a multi-disciplinary basis. Assessments that are 
too narrow can lead to the adoption of over-restrictive 
approaches to treatment, while staff making lone judgements may 
be very isolated or exposed if something goes wrong. Agencies 
need to ensure that they develop and observe clear guidelines for 
risk assessment and that staff are trained accordingly. 

5.38. Staff also need to know how to identify and handle 
potentially violent or suicidal patients . The Royal College of 
Psychiatrists has issued, in consultation with other professional 
bodies, guidance on the continuing care of potentially violent 
or vulnerable patients (see Third Report prepared pursuant to the 
Disabled Persons Act 1986 (HMSO, 1991), paragraph 19). It is also 
mounting a confidential inquiry, under Dr William Boyd, into 
homicides and suicides committed by discharged psychiatric 
patients. The Department of Health is funding this until April 
1993. The prison advisory group (PR 5.16-5.22) and the special 
needs working group of the present review have considered suicide 
prevention and have made recommendations . The Skelmersdale report 
(DHSS (1988) Violence to Staff: Report of the DHSS Advisory 
Committee on Violence to Staff) and the Sharon Campbell Report 
(op cit) provided general guidance on the training and 
counselling implications of violence or threats to staff . 
Skelmersdale cited a good deal of relevant guidance and 
literature, including the extant DHSS Health Circular (76)11 on 
the management of violent or potentially violent hospital 
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patients. Utting (1991) Children in the Public Care, paragraphs 
2 51-3.59, provides comparable references and advice on ir.fr e 
control of children. 

Invest igation of serious incidents 

5.39. Where tragedies occur, it is important that lessons are 
learned for the future. There is evidence that some health 
authorities are uncertain of the options open to them. We 
therefore draw attention to Ministry of Health Memorandum (55)66, 
which lays down the procedures to be followed where there have 
been "accidents or other untoward occurances which may give rise 
to complaints and legal proceedings , and HM (66) 15, which details 
the types of inquiry that may be held to deal with matters which 
are too serious to be resolved through investigation by officers 
of an authority. 

* f/E RECOMMEND that, wherever possible , assessments of risk 
are undertaken on a multi— disciplinary basis and that 
follow-up should usually form part of a care programme. 
This issue should be covered in revised guidance on care 
programmes . 

* WE RECOMMEND that agencies develop and observe clear 
guidelines for risk assessment and that staff are trained 
accordingl y . 

* WE RECOMMEND that all staff working with mentally 
disordered offenders and similar patients are made aware of 
relevant guidance on the identification and handling of 
potent ialy dangerous or suicidal patients and of procedures 
for dealing with violence or threats to staff. Wherever 
necessary, this should be backed-up by practical training. 



CENTRAL REFERRAL POINTS (CR 3.41-3.42) 



5.40. The community advisory group recommended that there should 
be "single and consistent" multi-agency referral points for 
mentally disordered offenders entering or moving between the 
health and social services (CR 3.41) . We have some concerns about 
how such arrangements would operate in practice. 

5.41. The mechanics and staffing would need to reflect the wider 
local arrangements for joint working and the purchase and 
provision of services. It would be important in particular to 
ensure that a single point of entry did not hinder, rather than 
assist: for example, by delaying a relatively simple transfer 
through the need to observe an additional formality. Therefore, 
agencies might want to consider providing a central point to 
handle or advise on difficult referrals, where requested, but one 
which would steer clear of the generality of cases. This would 
not preclude the maintenance of a central register, which, 
subject to any necessary safeguards (see paragraph 5.19), and 
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with modern computing systems and suitable training for staff, 
should be a relatively straight-forward undertaking (CR 3.36; 
Sharon Campbell, op cit, paragraph 16.23; HUPRD, Towards Co- 
ordinated Care, op cit) . 

5.42. The establishment of a central point (which the community 

group recommended should operate round the clock) would be an 
innovation in most areas. Suitable training would be needed for 
a challenging, delicate, and often very frought, task, and staff 
would need to develop a fairly intimate knowledge of local 
services. There would need to be close links with, for example, 
GPs and with existing (or revised) arrangements for handling 
section 136 cases (see paragraphs 5.13-5.15) or under the Police 
and Criminal Evidence Act (see paragraph 3.49). There would 
inevitably be resource implications: for example, if a team 

member operating the referral point had less time for casework, 
if dedicated staff were appointed, or if a multi-agency centre 
were established as part of a broader scheme (CR 3.42). On the 
other hand, the concentration of effort should, in many cases, 
serve to streamline the referral system and may, in those 
instances, save overall staff time. 

5.43. There is a strong case for agencies' undertaking a careful 
appraisal of the merits (or demerits) and remit of a central 
referral point before proceeding to establish one. This would 
need to contain a resource element, including a balancing of 
possible savings against additional staffing and other needs. 
However, we stress that the key consideration would be to ensure 
that, whatever system were adopted, patients were placed 
speedily. 

* WE RECOMMEND that agencies planning to establish a central 
referral point for the entry of mentally disordered 
offenders to the health and social services should appraise 
carefully the need for such a facility and its likely 
remit . This should take account of staffing and training 
and other resource considerations, as well as existing 
referral arrangements and the pre-eminent need to ensure 
that placements are found speedily . A central point need 
not be the sole point of referral, especially if an 
effective central register is maintained. 



TRANSPORT 



5.44. It has become clear during this review that there is often 
uncertainty - sometimes dispute - about who is (or should be) 
responsible in various circumstances for providing or funding 
transport for mentally disordered offenders, especially when 
moving between agencies. The responsibility sometimes rests with 
an agency that could be regarded as having no "incentive" to 
effect a speedy and effective transfer. The suitability of 
certain forms of transport (eg the use of minicabs) is also an 
issue. There are also staffing implications raised by the 
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provision of (for example) care staff as escorts. 

5 45. Blumenthal and Wessley (op ait) found that transport was 
* * f r^mientlv cited obstacle once a decision had been taken to 
admit a mentally disordered offender to hospital. Only 29% of 
courts in their survey reported having formal transport 
arrangements that worked in practice. 



5 46 The current arrangements between courts, prisons and the 
NHS are set out in a variety of documents. These include the 
Mental Health Act Code of Practice (Chapters 7 and 11) and 
Memorandum (DHSS, 1983) (paragraph 36) which describe the various 
responsibilities for admissions under Parts II and III of the 
Act. There are also instructions in Home Office Circular 71/198 
and Prison Medical Service Instruction 1/91 (paragraphs 86-88), 
although at present these documents and the Code of Practice do 
not appear to sit four-square. 



5 47 We have not considered these issues in detail and, in any 
case] they extend beyond staffing and training. However, we 
recommend that the Steering Committee addresses them before the 
end of the review. 



* WE RECOMMEND that the Steering Committee considers the 
responsibilities of agencies to provide or fund suitable 
transport and escorts for mentally disordered offenders . 
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Chapter Six: 
RECOMMENDATIONS 



Part One 



1. WE RECOMMEND that the Steering' Committee considers how work 
on the staffing and training implications of services for 
mentally disordered offenders with "special needs" can best 
be carried forward. 

2. WE RECOMMEND that our findings are used as a basis for 
initial planning, but that the results of objective local 
needs assessments , together with data obtained in due 
course from improved information and other systems , should 
be built into rolling projections of future staffing and 
training needs. 

3. WE RECOMMEND that staffing requirements are determined 
locally to reflect the level and pattern of services 
indicated by needs assessments and quality requirements. 
They should not be calculated simply as a proportion of 
broad national estimates. 



Part Two 



4. WE RECOMMEND that the apparent discrepancies between 
Department of Health and Royal College of Psychiatrists 
staffing data are examined in the interests of seeking 
consistency in the future. 

5. WE RECOMMEND that (as is already intended ) information on 
the staffing of medium secure units is collected on a 
regular and consistent basis. 

6. WE RECOMMEND that the adequacy of relevant targets for 
senior registrar and registrar numbers is considered in 
light of recommendations made by the current review. 

7. WE RECOMMEND that Family Health Service Authorities ensure 
that their assessments of need and consequent planning of 
primary care services take account of mentally disordered 
offenders and the links that will be necessary with other 
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8 . 



agencies . 

WE RECOMMEND that the Department of Health considers the 
need for more comprehensive data on the staffing of social 
services for mentally disordered offenders (and, where 
appropriate, general mental illness and learning disability 
services ) . 



Part Three : Future Staffing Implications 



Medical (paragraphs 3.14-3.36) 



9 . 



WE RECOMMEND that increases in general adult and forensic 
consultant psychiatrists are preceded by an expansion in senior 
registrar and registrar numbers, matched by increases in other 
disciplines contributing to multi-disciplinary work. 



10. WE RECOMMEND that, as a preliminary to the expansion of 
consultant posts recommended in this report. Regional Health 
Authorities fund as soon as possible the unfilled senior 
registrar posts in forensic and, where appropriate, general 
psychiatry that have agreed by the Joint Planning Advisory 
Committee. 



11. WE RECOMMEND that consideration is given by the Department of 
Health, the Health Care Service for Prisoners, the Royal College 
of Psychiatrists and the Joint Planning Advisory Committee to 
our initial estimate that, over the next 5-10 years, some 80 new 
consultant forensic psychiatrist posts and 175 other consultant 
posts may he needed to meet the expanding clinical needs of 
services for mentally disordered offenders . They should consider 
also what uplift will be necessary to take account of factors 
such as audit, monitoring, evaluation, training and academic 
work, as well services for "special needs " groups. 



12. WE RECOMMEND that (in conjunction with the above) consideration 
is given to the number of registrar and senior registrar posts 
that will be required to ensure that there are sufficiently 
qualified doctors to fill and, in future years, maintain the 
increased number of consultant posts. 



Prison staff ( 3 . 24 - 3 . 31 ) 



13. WE RECOMMEND that staff working with mentally disordered 
offenders (in prison or elsewhere) should be encouraged to 
report to their managers any problems which hinder their 
effective delivery of patient care. They should also be able to 
feel confident that such reports will be taken seriously and 
that, where necessary and possible, remedial action will be 
taken. 
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74 . 



f«£Jf RECOMMEND that contributions to Suicide Prevention Management 
Groups are sought from a range of health , social and probation 
services staff as a matter of course . (This supplements the 
recommendation at paragraph 6. 19 of the report of the prison 
advisory group ) . 



Nursing (3.37-3.42) 



15. WE RECOMMEND that employing authorities , in conjunction with 
schools of nursing, consider the implications for nurse staffing 
and training of the proposed increases in medium secure beds. 
There should also be joint planning between these bodies and 
local prisons to ensure that the future specialised needs of 
prisoners can be met. 



Therapists (3.47) 



16. WE RECOMMEND that medium secure units should have the financial 
flexibility to purchase therapy services directly if these 
cannot otherwise be secured. 



17. WE RECOMMEND that early priority is given to expanding therapy 
services based in Special Hospitals and medium secure units and 
that agencies generally give active consideration to the role 
of therapists working with mentally disordered offenders so that 
their future involvement in such services can be planned more 
effec ti vely . 



Social and probation services (3.48-3. 61 / 3.63-3.68) 



18. WE RECOMMEND that services for mentally disordered offenders 
form part of local authorities' community care plans for 1993/4. 



19. WE RECOMMEND that local authorities consider designating a 
senior officer to be responsible for the overall development of 
work with mentally disordered offenders . 



20. WE RECOMMEND that social and probation services establish 
mechanisms for closer working in identifying the accommodation 
and support needs of mentally disordered offenders . 

21 . WE RECOMMEND that probation officers are part of mental health 
care teams contracted in to prisons . 

22. WE RECOMMEND that consideration is given to seconding probation 
officers for work in medium secure units. 
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Educa tion ( 3 . 69- 3 . 72 J 



23 . WE RECOMMEND that medium secure units should have the financial 
flexibility to purchase education services directly if these 
cannot otherwise be secured . 



Part Four: Training and Education Needs 



24. WE RECOMMEND that training for work with mentally disordered 
offenders is reflected in the plans of all relevant agencies and 
that f as far as possible , these should be based on joint or 
complementary approaches. Action locally should be matched by 
a coordinated approach to training issues at national level . 



Medical (4.6-4.23) 



25. WE RECOMMEND that consultant posts with a special interest in 
forensic psychiatry are retained for the time being , but that 
their existence is kept under review. 

26. WE RECOMMEND that all specialised forensic psychiatric training 
includes an academic component. 

27. WE RECOMMEND that forensic psychiatry is covered in the Royal 
College of Psychiatrists 1 forthcoming guidance on the continuing 
education of consultants. 

28. WE RECOMMEND that forensic issues are covered in general 
psychiatric training for medical students . 

29. WE RECOMMEND that Regional forensic advisers are responsible , 
in consultation with other forensic psychiatrists , for ensuring 
that optimum medical training opportunities in forensic settings 
are available at both basic and post-qualifying levels. 

30. WE RECOMMEND that options for improving effective working 
between forensic and general psychiatry , and other psychiatric 
specialties , are explored and, where possible, developed. 

31 . WE RECOMMEND that an early induction course should be mandatory 
for doctors working regularly in the Prison Health Care Service . 
This should be designed to familiarise them with range of 
clinical, legal and operational issues. 

32. WE RECOMMEND that staff grade or consultant psychiatrists should 
undertake a specialised post- induction course. 

33. WE RECOMMEND that training opportunities for psychotherapy with 
mentally disordered offenders should be increased and that the 
development of such training should be based initially on units 
which currently have psychotherapists working with these or 
similar patients. 
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Nursing (4.24-4,36) 



34. WE RECOMMEND that health authorities re-examine their training 
targets for psychiatric nurses in light of this review . 

^E RECOMMEND that training courses for ccMSMiinity psychiatric 
nurses include consideration of forensic nursing issues and 
opportunities for placements in forensic settings . 

JS. WE RECOMMEND that the English National Board considers the 
future need for Project 2000 training in. forensic psychiatric 
nursing , including opportunities for suitable placements. 



37. WE RECOMMEND that the English National Board continues to 
encourage the development of joint training schemes between the 
independent sector and the IMS . 



38. WE RECOMMEND the speedy introduction of more flexible 
arrangements for , and content of, post-basic education and 
training in subjects related to forensic nursing, including 
greater opportunities for open learning and better links with 
further and higher education. 

39. WE RECOMMEND that initiatives taken to enrol prison nurses on 
specialised ENB courses are maintained and developed. 

40. WE RECOMMEND that prisons continue to forge closer links with 
local hospitals, colleges of nursing and others who cam assist 
in the development of nurse education. 



Psychology (4.37-4.40) 



41. WE RECOMMEND that employing authorities give urgent 
consideration to the need for an increase in postgraduate 
training places for clinical psychologists to work with mentally 
disordered offenders . 



Therapists (4.41-4.48) 



42. WE RECOMMEND that consideration is given to the need for 
specialised post-qualifying training for occupational therapists 
working in secure settings . 

43. WE RECOMMEND increased training opportunities for occupational 
therapy helpers and technical instructors working with mentally 
disordered offenders to attain professional status and generally 
to improve their skills. 

44. WE RECOMMEND that the Department of Health and the College of 
Speech and Language Therapists give further consideration to the 
development of an advanced specialised course for speech 
therapists working in psychiatry. They should consider also the 
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scope for encouraging the development of speec. < a 

departmen ts . 



Social and probation services (4.49-4.61 ) 



45. WE RECOMMEND that the Central Council for Education and Training 
in Social Work provides guidance on the particular skills 
required by social workers and probation officers involved in 
the care and management of mentally disordered offenders. 

46. WE RECOMMEND that CCETSW considers the need for an additional 
specialised training module which addresses the skills and 
knowledge needed by social workers and probation officers 
working with mentally disordered offenders or similar patients 
in secure settings. 

47. WE RECOMMEND that post-qualifying education and training is 
readily available for social services and probation staff 
working in a range of settings who are likely to come into 
contact with mentally disordered offenders . 

48. WE RECOMMEND that revised guidance on the training and 
preparation of approved social workers should ensure that there 
is an adequate emphasis on the particular issues relating to 
mentally disordered offenders and on the working of the criminal 
justice system . There should also be training in the supervision 
provisions of the Criminal Procedure (Insanity and Unfitness to 
Plead ) Act 1991 . Practice placements in forensic settings should 
be encouraged. 

49. WE RECOMMEND that the Social Services Training Support Programme 
makes provision for the training of staff working with mentally 
di sordered offenders . 

50. WE RECOMMEND that the Department of Health and the Heme Office 
should continue to encourage joint discussions between the 
probation and social work professions on their developing 
interface in work with mentally disordered offenders. 



Criminal justi ce sys tern ( 4 . 62-4 .69) 



51 . WE RECOMMEND that police training should cover relevant aspects 
of the Mental Health Act 1983 and the initial identification of 
suspects who appear to be mentally disordered. There should also 
be opportunities for refresher " training and joint training 
with other groups working with mentally disordered offenders. 

52. WE RECOMMEND that the Home Office and Department of Health 
explore with the Lord Chancellor ! s Department , the Crown 
Prosecution Service and relevant professional and training 
bodies how training for court-based and legal staff who come 
into contact with mentally disordered offenders could best be 
promoted and made more widely available . 
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53 9 ^COMMEND that effective links are developed between local 

^ CJLeties and ^ulti- agency groups for mentally disordered 
offenders . 



I ar & Fives Multi-Agency Issues 



Equal opportunities (5.3-5. 7) 



54. WE RECOMMEND that agencies ' staffing and training policies adopt 
m positive approach to the special needs of woman and people 
from ethnic minorities. 



Mul ti-professional core teams (5.8-5. 12) 



55. WE RECOMMEND that agencies developing muli t-professional core 
teams consider the scope for cross-membership with other 
relevant teams in the interests of overall service 
effectiveness . 

56. WE RECOMMEND that the need to care for and treat mentally 
disordered offenders who are nor referred to the specialised 
forensic (or other specialised) services should be reflected in 
the staffing and training of general mental health teams. (See 

also paragraph 3.8 of the report of the community advisory 
group . ) 

57. WE RECOMMEND that there should be closer links between teams 
caring for mentally disordered offenders and local social 
security offices to heighten understanding of the benefits 
system and to help ensure the prompt availability of benefit to 
those who qualify for it. 

58. WE RECOMMEND that (in addition to the groups identified at 
paragraph 3.34 oi: the report of the community advisory group) 
core learns should include an identifiable prison link and that 
adult education, housing and employment services and a solicitor 
dealing with mentally disordered offender cases should be 
included as necessary. 



Information ( 5 . 15 - 5 . 21 ) 



59. WE RECOMMEND that comprehensive information on the use of 
section 136 of the Mental Health Act is collected in a 
standardised form so that satisfactory estimates can be made of 
the resource (including staffing and accommodation) implications 
of increased referrals to the health and social services . We 
support the view of the community advisory group that research 
is needed on the use of section 136 of the Mental Health Act 
1983. 
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60. WE RECOMMEND that consideration is given to the development of 
systems which enable information that is likely to be needed, 
in a patient's interests, by practitioners in a range of 
agencies to be available across agency boundaries . These might 
operate under the aegis of strategic multi-agency groups for 
mentally disordered offenders (possibly linked to area 
committees for the criminal justice system). Account should be 
taken of ethical and practical difficulties, as well as views 
expressed through consultation on this report. 



Court diversion schemes (5*22-5*29) 



61. WE RECOMMEND that any national view on preferred models for 
court-based assessment and diversion schemes should be taken 
only after the growing range of such schemes, and outcomes for 
patients , have been fully evaluated. 

62. WE RECOMMEND that agencies proposing to establish court 
diversion schemes work jointly from the outset to secure the 
range of professional inputs that may be needed and to assess 
the potential resource (including staffing and training) 
implications of increased diversion to the health and social 
services . 

63. WE RECOMMEND that broadly-based guidance is prepared, and issued 
centrally, on the roles and training needs of staff (including 
court officials and members of the legal profession) involved 
in court diversionary work. 

64. WE RECOMMEND that the Department of Health and the Heme Office 
consider, initially with the relevant professional bodies, the 
scope for formal training for staff involved in court diversion 
schemes. Such training should reflect the fact that schemes are 
part of a much broader service network and that they are a means 
to an end , not an end in themselves. 



Care programmes (5*30-5*35) 



65. WE RECOMMEND that health, social services and criminal justice 
agencies agree a joint approach to the staffing, training and 
financial aspects of operating care programmes for mentally 
disordered offenders, including for discharged prisoners with 
continuing mental health care needs. The Department of Health, 
in conjunction with the Heme Office, should also consider the 
resource implications of what , in practice , would be an 
extension of the care programme arrangements and should consider 
issuing guidance to health, social service and criminal justice 
agencies on the application of care programmes to mentally 
disordered offenders . 

66. WE RECOMMEND that contracts to provide mental health care 
services to prisons should recognise explicitly the need to 
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operate the care programme approach . 

67, WE RECOMMEND that care programmes should be automatic for 

patients remitted to prison after mental health treatment in 
hospi tal , 



Risk asssessment (5*36-5*40) 



68. WE RECOMMEND that , wherever possible , assessments of risk are 
undertaken on a multi-disciplinary basis and that follow-up 
should usually form part of a care programme . This issue should 
be covered in revised guidance on care programmes. 



69. WE RECOMMEND that agencies develop and observe clear guidelines 
for risk assessment and that staff are trained accordingly. 

70. WE RECOMMEND that all staff working with mentally disordered 
offenders and similar patients are made aware of relevant 
guidance on the identification and handling of potentialy 
dangerous or suicidal patients and of procedures for dealing 
with violence or threats to staff. Wherever necessary, this 
should be backed-up by practical training . 



Central referral points (5*40-5*43) 



71. WE RECOMMEND that agencies planning to establish a central 
referral point for the entry of mentally disordered offenders 
to the health and social services should appraise carefully the 
need for such a facility and its likely remit. This should take 
account of staffing and training and other resource 
considerations, as well as existing referral arrangements and 
the pre-eminent need to ensure that placements are found 
speedily. A central point need not be the sole point of 
referral, especially if an effective central register is 
maintained. 



Transport (5*44) 



72. WE RECOMMEND that the Steering Committee considers the 
responsibilities of agencies to provide or fund suitable 
transport and escorts for mentally disordered offenders. 
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ANNEX E 



COMPLETE LIST OF COMMUNITY , HOSPITAL AND PRISON GROUP RECOMMENDATIONS 

COMMUNITY REPORT RECOMMENDATIONS 

C2.1 We recommend that, in line with current policy, mentally disordered 
offenders should, wherever appropriate, receive care and treatment from health 
or personal social services rather than in custodial care. 

C2 . 1 0 We recommend that there should be effective local agreements between the 
police and health, social and probation services as to flexible arrangements 
for the urgent assessment of people who appear to be mentally disordered. 
These should include a policy on the use of section 136 of the Mental Health 
Act 1983 The adequacy of existing agreements should be reviewed. 

C2 . 1 2 We recommend that the local agreements described at paragraph 2.10 
should seek to ensure that, wherever possible, mentally disordered people can 
receive supportive care without first being taken to a police station as a 
place of safety. 

C2.16 We recommend that, wherever possible, the probation service should be 
involved before a mentally disordered person has been charged with an offence. 

C2 . 1 9 We recommend that : 

there should be closer links between forensic medical examiners and 
local psychiatric services to ensure that the needs of mentally 
disordered people detained in police custody are addressed with urgency 
and that forensic examiners are encouraged to develop a better 
understanding of the needs of mentally disordered offenders. We suggest 
that the establishment of specialist panels may assist forensic 
examiners to acquire relevant experience. 

wherever possible, a mentally disordered person should be assessed by 
a qualified psychiatrist who is able, where necessary, to provide 
medical reports for the Crown Prosecution Service and the court and to 
arrange admission to hospital if this is required in the interests of 
the person's mental health. 

C2.22 We recommend that specialised bail hostels should be developed for some 
mentally disordered offenders who might otherwise have to be remanded 
unnecessarily in custody. These hostels would need to develop links with other 
services to which bailees may require access. 

C2.23 We recommend that there should be an accelerated expansion of bail 
information schemes. 

C2.25 We recommend that there should be an extension in the use of "public 
interest" case assessment. 
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C2.27 pre-court assessments should take account of a mentally disordered 
person’s fitness to plead and ability to cope with a court appearance. Advice 
should also be offered to the court on suitable disposals. 

C2.32 We recommend that there should be nationwide provision of court 
psychiatrist or similar schemes for assessment and diversion of mentally 
disordered offenders. These should be based on a clear local understanding as 
to the contribution of each agency and where the lead responsibility lies. The 
finance advisory group should consider the funding arrangements for such 
schemes and (together with the staffing and training group) the resource 
implications for health and social services. 

C3.2 patients or clients should be cared for: 

i. with regard to the quality of care and proper attention to the 
needs of individuals; 

ii. as far as possible, in the community, rather than in institutional 
settings; 

iii. under conditions of no greater security than is justified by the 
degree of danger they present to themselves or to others; 

iv. in such a way as to maximise rehabilitation and their chances of 
sustaining an independent life; 

v. as near as possible to their own homes or families, if they have 
them’ 

We recommend that the planning and development of community services for 
mentally disordered offenders should reflect the criteria set out above. 

C3.8 We recommend that: 

services for mentally disordered offenders should be planned and 
developed as part of community mental health services generally, but 
there should be access, if necessary, to specialised services, 
including those that take account of a person's offending or the range 
of ” special needs” at paragraphs 1 .7-1 .8. 

decisions about the level and pattern of general mental illness 
services should take account of the needs, and access to services, of 
mentally disordered offenders. 

service provision should be tailored to the individual needs of 
patients and related to the availability and efficient use of 
resources . 
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C3.12 We recommend that there should be active links between community 
services and those provided in hospitals (including Special Hospitals) and 
prisons, and steps taken as part of this process to help smooth the transfer 
of in-patients and prisoners to community care. 

C3.15 We recommend that the "care programme" approach applies not only to 
patients discharged from hospitals, but also to those leaving prison or 
referred to the specialised psychiatric services from elsewhere in the 
criminal justice system. This needs to be publicised better among the agencies 
concerned, as does the potential contribution of these agencies to the success 
of care programmes. 

C3 . 1 9 We recommend that the possible use of probation orders with a condition 
of psychiatric treatment should be considered more frequently. 

C3.22 We recommend that, when considering the accommodation needs of a 
mentally disordered offender, the possible need for additional health and 
social services support, including day services, should be taken into account. 

C3.33 We recommend that: 

agencies concerned with mentally disordered offenders should develop 
collaborative arrangements designed to ensure a coordinated approach to 
service provision and overcome problems arising from the absence of 
common boundaries. We think that these arrangements will need a 
Regional or supra-district focus, although they should take account 
also of mental health services provided locally. There will need to be 
effective working arrangements (or possibly integration with) area 
committees that are to be established to bring together elements of the 
criminal justice system. 

contracting and other arrangements developed locally for provision for 
mentally disordered offenders must operate in the interests of patient 
care and serve to secure the contributions of the various agencies. 

C3.36 We recommend that there should be core teams of professional staff 
responsible for ensuring that mentally disordered offenders in a particular 
area are properly assessed and receive (mostly through general mental illness 
teams) the continuing care and treatment they need in the right kind of 
setting. The operation of an individual care programme is likely to be 
enhanced by the appointment of a care coordinator from within the core team 
or the general mental illness team. 

C3.38 We recommend that the staffing and training advisory group should 
consider the roles of social workers and probation officers in the assessment 
and care of mentally disordered offenders. 

C3 . 42 we recommend that the organisation of health and social services should 
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reflect the possibility that mentally disordered offenders may need access to 
them at any time of day or night. There should be a single and consistent 
inter-agency referral point to act as a focus for entry to such services or 
to assist in arranging assessments or referrals within the services. Ideally# 
this would be based within a central resource centre. 

C3.44 We recommend that informal carers should# wherever practicable, be 
regarded as part of the team responsible for a patient and their own needs 
taken into account. 

C3.45 We recommend that service users should, wherever possible, be involved 
in care and treatment decisions and their views taken into account in service 

planning. 

C3.46 We recommend that: 

community services, drawing where necessary on the outreach services 
provided from more centralised facilities, should seek to respond 
locally to as wide a range of individual needs as possible. There 
should be no automatic presumption of passing on to a supra-district or 
Regional service those with specialised needs. 

placements outside the district, including those in independent 
facilities, should form part of the planned provision of a 
comprehensive local service, with effective community links. 

C3.48 We recommend that agencies should be aware of the groundrules on 
patients' residence to which others are working and should work together to 
ensure that patients are not denied access to services through boundary or 
other bureaucratic disputes. 

C4.5 We recommend that the research advisory group should consider whether 
a national study of need for community services for mentally disordered 
offenders (including initial assessments carried out under section 136 of the 
Mental Health Act 1983 or otherwise) should be commissioned. 

C4.10 We recommend that there should be local multi-agency assessments of need 
for community services for mentally disordered offenders. Service provision 
thereafter should reflect continuing needs assessment and evaluation. 

C4 . 1 3 We recommend that a range of indicators should be developed to measure 
the quality and effectiveness of care provided for mentally disordered 
offenders. 

C4 . 1 6 We recommend that Government guidance with implications for services for 
mentally disordered offenders should be drawn to the attention of all agencies 
with a likely interest in its contents. 
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C4.18 We recommend that the broad effect of the "Malone-Lee” letter of 28 
September 1990 (NHS Management Executive Letter (90)190) should be extended 
beyond the end of 1991. 

C4.21 We recommend that the Steering Committee should consider the need for 
arrangements at national level to provide a continuing overview across the 
range of personal health and social services for mentally disordered 
offenders. This should take account of the contribution of associated 
agencies. 

C4.23 We recommend that the finance advisory group should consider the scope 
for earmarking financial resources for services for mentally disordered 
offenders in ways that do not inhibit local initiative. 
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HOSPITAL REPORT RECOMMENDATIONS 

H2.13 We fully endorse the Government's policy, that all required psychiatric 
services, including in-patient provision for difficult to manage patients and 
mentally disordered offenders, must be reprovided before existing mental 
illness or mental handicap hospitals are vacated. 

H2.17 We recommend that regular (probably annual) monitoring should be 
undertaken by the Department of Health, which should identify the capacity of 
Special Hospitals, NHS secure provision at all levels and secure capacity in 
independent mental nursing homes. 

H3.7 We recommend that the advisory group on staffing and training issues 
considers the training needs of those in the criminal justice system who deal 
with mentally disordered offenders. 

H4.4 We recommend that the Finance Advisory Group should examine how the 
development of services for mentally disordered offenders can be ensured under 
the purchaser/provider arrangements or whether any refinements of the general 
arrangements would be needed. 

H4.8 We recommend that each health region should have one or more service 
development teams guided by a Forensic Psychiatric Adviser to assist in the 
development and monitoring of forensic psychiatric services and secure 
hospital provision. 

H4.11 We recommend that each health authority (probably through arrangements 
at regional or supra-district level) should be responsible for the development 
and operation of the NHS contribution to screening, assessment and diversion 
schemes in courts, police stations and prisons within its catchment area 
regardless of where the individuals requiring assessment are considered to 
reside. This must include a responsibility to ensure that patients are 
admitted for assessment and/or treatment as soon as is clinically required. 

H4.13 We recommend that the financial implications of recommendation 4.11 
should be considered by the Finance Advisory Group. 

H4.17 We recommend that the advisory group on staffing and training should 
consider the role of the probation service in the provision of social work to 
mentally disordered offenders, including training for probation officers in 
relevant aspects of mental health legislation. 

H4.22 We strongly endorse efforts being made to achieve an appropriate 
allocation of resources to allow Social Services Departments to provide 
health-related social work for patients who originate from outside their 
catchment areas. 
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H4.25 We recommend that it should remain the responsibility of Social Services 
Departments to provide an adequate level of support to hospitals and units 
which deal with mentally disordered offenders, but that hospitals should 
employ social workers directly if the required level of service cannot be 
achieved otherwise. 

H4.27 We recommend that the Finance Advisory Group should consider how to 
increase the flexibility of finances both between Social Services Departments, 
and between Social Services Departments, the NHS and the probation service, 
including the role of the mental illness specific grant. Thus, for example, 
Social Services Departments might be able to charge each other for services 
to people from other parts of the country. Health Authorities or Hospitals 
might be able to assist in paying for social workers where there is 
disagreement between the two agencies about the appropriate level of social 
work support. 

H4.30 We recommend that professional staff from health, social and probation 
services (and others if necessary) should attend regular case conferences for 
each patient from their area who is in a Special Hospital and that they should 
be involved in the admissions process, and in assessing the treatment and, 
as necessary, continuing care needs of their residents who are in Special 
Hospital . 

H4.32 We recommend that the Finance Advisory Group should consider how best 
to remove perverse financial disincentives to ensure that levels of care and 
security are not influenced by changes of funding agency. 

H5.3 We recommend that a permanent national focus is established for the 
agencies involved with mentally disordered offenders. 

H5 . 6 We recommend that regular monitoring should be carried out not only of 
actual movements of mentally disordered offenders from the criminal justice 
system to hospital (as is the case at present), but also of cases where 
clinicians felt that such a transfer should be made and no place was 
forthcoming. 

H5.10 We recommend that regional health authorities should (in conjunction 
with other relevant agencies) ensure that there is a regular assessment of the 
needs of their residents for secure provision and of the non- secure hospital 
needs of mentally disordered offenders, updated annually. 

H5 . 1 1 We further recommend that this process should start as soon as possible 
so that regional health authorities produce their first assessment of needs 
before the end of this review. 

H5.14 In order to assist with needs assessment, we recommend that information 
about mentally disordered offenders in prisons and Special Hospitals should 
be regularly disseminated to each regional health authority. 

7 

Printed image digitised by the University of Southampton Library Digitisation Unit 



H5.23 We recommend that the capacity of Special Hospitals should be maintained 
for the time being at around 1700 places, but should be kept under regular 
review and that further consideration should be given to the proximity of 
Special Hospital provision to the populations it serves. 

H5.25 We recommend that adequate funding should be provided to support the 
urgent implementation of current plans for additional medium secure places, 
pending the adoption of the new targets we recommend in paragraph 5.36 below. 

H5.29 We recommend that the needs of all patients who require treatment in 
conditions of medium security should be considered as part of the medium 
secure programme. This may include discrete units or units integrated with 
general psychiatric provision where this is clinically required. Furthermore , 
existing sec ur e provision for those with special needs should be protected, 
at least until there is an alternative way of meeting such needs. 

H5.33 We consider that medium secure facilities should be available for those 
patients who require them, irrespective of the length of stay they require. 

H5.36 We recommend that the number of medium secure places should be 
increased. In the light of recommendation at paragraph 5.29 and from 
information already available, at least 1,500 medium secure places will be 
required nationally. Revised regional targets should be established during he 
course of this review, once the results of urgent needs assessment are known, 
and kept under review in the light of subsequent assessments. 

H5.37 We recommend that every district health authority should, in line with 
existing Government policy, ensure the availability of secure provision for 
patients with mental illness or learning disabilities. This should include 
provision for intensive care as well as for those who require long term 
treatment and/or care. 

H6.8 We recommend that examples of good practice in the design and operation 
of sec ur e hospital provision should be regularly collated «snd disseminated to 

relevant professionals. 

H6.12 We recommend that a comprehensive system of clinical audit should be 
developed as an integral part of audit generally, by the appropriate medical, 
nursing and social services organisations. This system should operate in all 
hospitals where psychiatric patients are detained under the Mental Health Act, 
including Special Hospitals, NHS hospitals (including NHS Trusts) and 
independent sector hospitals. 
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rl7 . 5 We recommend that the number of professional staff with training in 
forensic psychiatry should be increased to take account of our recommendations 
and those of the other advisory groups; that work to identify the scale of the 
increase is initiated as soon as possible; and that planning by the Department 
of Health and the Home Office takes into account the financial and other 
implications of our recommendations 

H7 . 1 5 We recommend that urgent evaluation and research is carried out to 
establish a basis for the future development of health and social services for 
people with psychopathic disorder. 
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PRISON GROUP RECOMMENDATIONS 

P3.3 We recommend that the powers that enable remands to prison for the 
primary purpose of medical assessment in the Bail Act 1976 and the 
Magistrates ' Court Act 1980 should be reviewed with a view to amendment or 
repeal . 

P3.4 We recommend that prison medical staff and probation officers should be 
made more aware of the options for diversion to the care of health and social 
services in the community and the need to identify those who might benefit 
from the to the courts at the earliest possible opportunity. 

P3.5 We recommend the extension of bail information schemes to all probation 
areas . 

P3.6 We recommend the development of close links between the medical support 
provided for specialist bail hostels and prison medical staff. 

P3.10 We recommend that the Prison Medical Service ensures that all prisoners 
for whom there is evidence of mental disorder and/or are awaiting disposal 
under the Mental Health Act are assessed immediately on arrival at prison 
reception. All other prisoners should be assessed for mental disorder within 
24 hours of admission. 

P3 . 1 1 We recommend that : 

(a) the Prison Medical Service make greater use of Section 48 
transfers 

(b) the Prison Medical Service recommends Section 48 transfers in all 
cases where a doctor would recommend in-patient treatment for the 
patient if they were seen at an out-patient clinic in the community 

(c) Section 48 of the Mental Health Act 1983 is reviewed with the aim 
of widening its scope to provide similar provision for transfer to 
hospital to those set out in Section 47, and to include all Mental 
Health Act disorders. 

P3 . 1 3 We recommend that : 

(a) urgent requests for transfer assessments are carried out as soon 
as practicable and in any event within 72 hours of the request being 
made 

(b) that Health Authorities should aim to assess 50% of cases within 

seven days of referral by the Prison Medical Service and 90% within 14 
days. 

P3.14 We recommend that all prison doctors should have a list of the regional 
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forensic psychiatric advisers, who should be approached if there is any doubt 
as to which hospital should be asked to undertake any assessment of a 
prisoners. 

P3 . 1 6 We recommend that : 

(a) the managing medical officer at each prison negotiates with the 
Governor for greater flexibility in arranging assessments by outside 
consultants 

(b) an appropriate room should be provided at each prison for 
psychiatric assessments 

(c) all medical information about the prisoners should be made 
available to visiting psychiatrists. 

P3.19 We recommend that responsible medical officers should be required to 
submit regular progress reports to the patient’s previous prison medical 
officer and the Prison Medical Service to give early warnings of any intention 
to remit to prison. 

P4.3 We recommend that a clear statement of policy, complementary to the 
existing policy on diversion, should be drawn up in relation to the care and 
treatment of prisoners with mental health care needs. This statement should 
cover the role of the mental health care services in the identification and 
assessment of mental disorder; crisis intervention and continuing treatment 
on the basis of individual care plans, for those for whom transfer from prison 
is either not possible or delayed. 

P4.4 We recommend that the Research Advisory Group should consider the need 
for research designed to inform the development of policy in relation to the 
care of prisoners with mental health care needs. 

P4.6 We recommend that in addition to the policy statement, all prison 
Governors should have responsibility for the provision of those with mental 
health care needs included in their contracts with Area Managers. 

P4.9 We support the intention of Directorate of Prison Medical Services 
Standards Working Group to prescribe standards by the end of the year for 
health care aspects of prison reception arrangements and suggest that these 
should include specific standards relating to mental health care screening. 

P4.10 We suggest that the proposed Health Advisory Committee on prison health 
care should be invited to give early priority to consideration of the 
conclusions which emerge from this review. 

P4.13 We subscribe to the view that improving co-operation between agencies - 
voluntary as well as statutory - is of such importance that it can properly 
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be regarded as an objective in its own right. A common approach to assessing 
value for money and monitoring performance from agencies responsible for 
contributing resources would be a useful starting point. 



P5.6 We support the plans to extend the experience learned from Grendon 
prison in providing for difficult prisoners to a further establishment or 

prison units. 

P5.11 We recommend that the staffing level of the Wormwood Scrubs Hospital 
Annexe should be maintained. 

P5.22 We recommend that: 

(a) the Department of Health should consider the need for guidance to 
NHS staff on cooperation with prisons on suicide prevention; and 

(b) consultant psychiatrists should be coopted as members of suicide 
prevention management groups in local prisons and those with specialist 
facilities. 

P5.24 We recommend that the Department of Health, the Home Office and other 
relevant bodies should establish a working group to review treatment options, 
their appropriate location and the arrangements for placing offenders in need 
of treatment. 

P5.30 We strongly support the proposals of the joint Home Office/Department 
of Health Scrutiny Implementation Working Party, that the Prison Service 
should contract- in a specialist mental health care service, initially- for 
remand prisoners. We also endorse the proposal that the PMS should take up 
with the appropriate professional bodies the question of accrediting posts for 
the purposes of providing recognized training in psychiatry. 

P5.31 We recommend that the Home Office, the Department of Health and the 
Special Hospitals Service Authority, should explore together the best way 
forward in developing links between the Special Hospitals and the specialist 
prison facilities holding dangerous mentally disordered offenders. 

P5.32 We recommend that the issue of the confidentiality of records relating 
to prisoners with mental health problems be referred to the staffing/ training 
advisory group. 

P5.36 We recommend that discharge planning should involve the specialist 
mental health care team and others (such as the housing, education, employment 
and social security services) who will be responsible for providing services 
for a former prisoner in the community or in hospital. Wherever possible, 
prisoners and their families should be involved in the planning process. 
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ANNEX C 



The Voluntary Sector 



Extract from NACRO: "The Resettlement of Mentally 

Disordered Offenders' ? 



Several national voluntary organisations provide services for people with mental health 
problems, and some of these also cater for offenders, though primarily those coming out of 
the hospital system. Mentally disturbed offenders coming from the prison system rather than 
from hospital care seem to be a forgotten group. Charities working in this field all see the 
urgent need for more to be done, but also have serious concerns about lack of resources; and 
some have difficulties or face confusion about who should pay fees, health authorities or 
social services departments. 

Increasingly, charities see the need to collect and share information centrally about what 
facilities exist. The Mental After Care Association offers care and rehabilitation in a range 
of supportive environments for adults recovering from all forms of mental illness. It offers 
both rehabilitation hostels and long-stay homes and co-operates closely with local social 
services and health authorities, and helps mentally disturbed offenders, primarily coming from 
hospitals. MACA has set up a computerised database of residential care services for people 
recovering from mental health problems. It contacted local authority social service 
departments and voluntary organisations throughout England and Wales for details of homes, 
hostels and therapeutic communities. It is now planning to extend the data base to Scotland 
and Northern Ireland, and is working on keeping it up-to-date. According to MACA’s data 
bank, there are currently 41 homes which particularly specify that they provide care for 
offenders with mental health problems, with 412+ beds throughout England and Wales. They 
are run by a variety of voluntary organisations: Alone in London, St Martin of Tours Housing 
Association, Carr Gomm Society, Richmond Fellowship, Astra Housing Association, Church 
Housing Association, St Matthew Society Ltd, Help the Homeless, Salvation Army, United 
Health Ltd, and some individually owned homes. MACA itself has 20 homes, all of which 
can offer help to ex-offenders. 

Good Practices in Mental Health (GPMH) is a charity which collects and disseminates 
information about local mental health services which are found to work well both in hospitals 
and the community, so that others can build on this. It is creating a data bank of information 
about a wide variety of services in the statutory and voluntary sector. It does not at present 
have information about services for mentally disordered offenders, but recognises the need 
for work in this area. GPMH believes that day services could be the ‘cornerstone for 
community-based mental health care in the 1990s’. They can offer therapeutic and 
rehabilitative services, and long-term help with social and occupational activities. Workers at 
day centres can help people to rebuild links with families, arrange for housing, and help find 
work or training opportunities. Although the 1975 report ‘Better Services for the Mentally HI’ 
recommended that 60 places per 100,000 population, or 32,500, be provided in day centres 
run by local authorities (as opposed to hospital day treatment centres), GPMH finds a 
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considerable shortfall, with only 15, (XX) places being provided. The House of Commons Select 
Committee on Social Services noted in 1985 the ‘appalling inadequacy of day care facilities 
for those suffering from, or liable to, recurrence of mental illness*. When it is remembered 
that the day centres which do exist are not specifically geared to the needs of the mentally 
ill who are also offenders, it is clear that provision is badly lacking. 

Turning Point is a large voluntary organisation providing help for people with drug and 
alcohol related problems and, since 1985, for the recovering mentally ill. Its Zulu Road 
project primarily takes patients from Rampton Special Hospital. It offers a therapeutic 
rehabilitation environment to help residents achieve a degree of normalisation to allow them 
to live and survive in a community setting. Residents progress from the supportive, communal 
hostel area to more independent self-contained flats. Help is given with move-on plans and 
after-care where possible. It also has schemes in Oldham and Worksop which help those with 
mental health problems, including offenders, referred by hospitals or social services 
departments. It runs helplines and day centres, primarily for drug and alcohol related 
problems. 

The Richmond Fellowship is concerned with rehabilitation in the field of mental health, and 
offers help and support to the mentally disturbed to achieve reintegration in society. It offers 
help to those who have been in prison, as well as those in hospitals, and takes referrals from 
the probation service and social services as well as from the health service. In the UK it has 
60 community facilities, including a day centre and two sheltered workshops, catering for a 
variety of people. It runs half-way houses, or therapeutic communities, for example, 
Brunswick Lodge in Reading, which has 14 places, eight of which are for ex-offenders and 
funded by the Home Office, and which works closely with Berkshire Probation Service. Like 
other organisations, it feels that facilities for offenders on their own are not as successful as 
mixed groups. 

At the national level, MIND has been actively highlighting the needs of prisoners with mental 
health problems, having participated in a BMA working party on the health care of remand 
prisoners, and campaigning with other mental health and penal reform groups to promote the 
special and forgotten needs of mentally vulnerable prisoners. MIND has about 200 local 
associations throughout the country which campaign to improve local provision and also 
provide services. For example, in the West Midlands, there were in 1988/89 24 affiliated 
groups, 108 projects including 38 housing projects, 38 day activities, 14 mutual support 
groups and 13 one-to-one services. However, MIND has not collected at national level 
information about what local groups are doing to help with after-care of mentally disturbed 
prisoners, although undoubtedly MIND groups are providing help and support. For example, 
in Liverpool, MIND works jointly with the regional secure unit at Rainhill and the Liverpool 
Housing Trust in a residential project helping ex-Rainhill patients. 

NACRO housing projects provide 750 places for ex-offenders and other single homeless 
people in a range of hostels and shared housing schemes, with varying levels of support, and 
working in co-operation with voluntary and statutory agencies. The emphasis is on preparation 
for independent living. Many of these help mentally disturbed ex-offenders. For example, at 
the LANCE project in Manchester, which houses 107 ex-offenders and single homeless 
people, over 40% of residents are being treated for mental illness and 25% are mentally ill 
ex-offenders. 31% of the mentally ill offenders came to the project on discharge from prison, 
and 21% on discharge from hospital. 



Printed image digitised by the University of Southampton Library Digitisation Unit 



The Effra Trust in the London Borough of Lambeth offers a home for ex-offenders with 
mental health problems. It works in partnership with a local housing association, and the local 
housing authority has donated four single flats for those becoming able to live more 
independently. It offers 17 places, and residents are referred from the probation service, 
prisons, social services and resettlement units, from all over the country. The Trust works 
closely with a psychiatric clinic at the Maudesley Hospital, and has good links with local 
health services. It provides education classes, recreation and an annual holiday. 

Lack of resources is a very serious concern for all the charities working in this field. In the 
words of the Effra Trust: 

‘As for so many charities the future is somewhat uncertain. Although we 
provide a unique service for some of society’s more difficult and unattractive 
members, we do not easily attract finance or favourable publicity. Nevertheless 
we are needed. We fed that we deal more successfully with some of our 
residents than prison or hospital, and are certainly cheaper. We try to help men 
to become happier and healthier and feel that they are more worthwhile 
persons. We also hope to help some of them finally step off the treadmill of 
homelessness, offending, and imprisonment’ 
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ANNEX D 



Terms of reference of the Joint Planning Advisory 

Committee 



X* To advise the DB and the Welsh Office 

i. on the total numbers of senior registrar and career 
registrar posts required nationally in each specialty# both MIS 
and honorary ; 

ii. on the appropriate balance between full-time and part-time 
posts in each specialty; 

iii . for registrar posts , on the broad balance nationally 
between NSS posts and honorary posts (academic and research 
posts with clinical responsibility) in each specialty; 

iv. on regional quotas of MBS and academic posts# by specialty 
or specialty group# to be allocated t© RRAs and their associated 
universities , to SHAs and to Wales; 

Vo on a block allocation of research posts with honorary 
clinical status which are funded by the Association of Medical 
Research Charities ( AMRC ) * ; and 

vi. on regional supplementary quotas of research posts with 
honorary clinical status which are funded other than by the AMRC 
or by the Medical Research Council (MRC) « 

2. In the case of senior registrar posts, the regional quotas 
referred to in. (iv) above will b© allocated jointly to the ERA and 
its associated universities; the Joint Planning Advisory Casmittae 
will be expected to monitor the broad balance nationally between 
Universities and the MRS but will leave the detail ©£ the 
apportionment between HIS and honorary posts to be determinM by the 
appropriate agreed local machinery (i® by the regional joint planning 
advisory' cos naittees ) . 

3 * In the case of registrar posts, the Joint Planning Advisory 
Committee will advise on separate regional quotas for MIS posts and 
(on advice from an academic and research subgroup) for academic posts 
with honorary clinical status. 

4. In formulating its advice, the Joint Planning Advisory Committee 
will operate within the framework of the overall objectives set out 
in the 1985 Joint Planning Agreement in "Hospital Medical Staffing ; 
Achieving a Balance" (1986) and the resulting Plan for Action (1987); 
and in the statement by the Academic and Research Subgroup of the 
Steering Group for Implementation of "Achieving a Balance", in 
particular the need for significant reductions in registrar posts in 
most specialties; and will take into account the plans and proposals 
for medical and dental manpower development of the health authorities 
and universities. 



* A similar block allocation of research posts to the MRC will be 
agreed in annual discussions between the DH and the MRC. 
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ANNEX E 



Extract ■ from Stephen Blumenthal and Simon Wessely 
(1992) 9f The Extent of Local Arrangements for the 
Diversion of the Mentally Abnormal Offender from 
Custody s Preliminary Report 



GENERAL PSYCHIATRISTS (N=128) 



1. How often do you, or a designated member of your psychiatric team, visit a local police 
station, magistrates’ court and/or remand prison to perform psychiatric assessments with 
the purpose of diverting mentally disordered offenders from custody? 





Police Station 


Magistrates’ 

Court 


Remand 

Prison 


Weekly 


0 


2 (1.6%) 


1 (.8%) 


Fortnightly 


11 (8.6%) 


1 (.8%) 


4 (3.1%) 


Monthly 


19 (14.8%) 


1 (.8%) 


3 (23%) 


Less than monthly 


77 (602%) 


37 (28.9%) 


74 (57.8%) 


Never, or not in the last 12 
months 


21 (16.4%) 


87 (68%) 


46 (35.9%) 



2. If there is contact, is it by 





Police Station 


Magistrates' 


Remand 






Court 


Prison 


Yourself 


103 (803%) 


49 (383%) 


84 (65.6%) 


Senior Registrar 


24 (18.8%) 


5 (33%) 


12 (9.4%) 


Registrar or SHO 


2 (1.6%) 


1 (.8%) 


5 (33%) 


Psychiatric Social Worker 


25 (193%) 


7 (53%) 


4 (3.1%) 


CPN 


7 (5.5%) 


4 (3.1%) 


2 (1.6%) 



3. Is this part of a job plan or job description? 





Police Station 


Magistrates’ Court 


Remand 

Prison 


Yes 


25 (193%) 


12 (9.4%) 


20 (15.6%) 


No 


103 (80.5%) 


116 (90.6%) 


108 (84.4%) 



4. Is this part of a Psychiatric Assessment Scheme? 





Police Station 


Magistrates’ Court 


Remand 

Prison 


Yes 


28 (21.9%) 


14 (10.9%) 


17 (133%) 


No 


100 (78.1%) 


114 (89.1%) 


111 (86.7%) 
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5. Do you meet with any of the following on a regular basis (ie. at a consistent time and 
place)? 



| Probation Officer 


26 (203%) 


Crown Prosecution Service 


3 (23%) 


Magistrate 


3 (23%) 


Duty solicitor 


4 (3,1%) 


Prism Medical Officer 


3 (23%) 


Hospital Officer 


0 


Nurse in Prison Service 


0 


Voluntary agency 


0 


Other 


4 (3.1%) 



6. If there is contact, how has it been arranged? (more than one category may be 
applicable) 





Police 

Station 


Magistrate 
s' Court 


Remand 

Prison 


As part of a rota shared with colleagues 


46 (35.9%) 


7 (53%) 


9(7%) 


On a regular basis but not as part of a rota 


5 (3.9%) 


3 (23%) 


3 (23%) 


When requested by the Probation Service 


18 (14.1%) 


34 (26.6%) 


28 (21.9%) 


When requested by a solicitor 


22 (172%) 


37 (28.9%) 


74 (57.8%) 


When requested by the police 


50 (39.1%) 


6 (4.7%) 


6 (4.7%) 


When requested by a police surgeon 


95 (742%) 


5 (3.9%) 


9(7%) 


When requested by a prison medical officer 


11 (8.6%) 


4 (3,1%) 


66 (51,6%) 


If a patient is on a Section 136 


52 (40.6%) 


3 (23%) 


5 (3.9%) 


If a patient is already known to me 


61 (47.7%) 


29 (22.7%) 


51 (39.8%) 


If a patient comes from my catchment area 


69 (53.9%) 


28 (21.9%) 


56 (43.8%) 



7, a. If you or a designated member of your staff do not visit a local Magistrates’ Court, 
is that because (tick one or more boxes as appropriate) 



Never requested 


75 (58.6%) 


Too busy 


17 (133%) 


Not interested 


3 (23%) 


Prefer to see mentally disordered offenders in custody 


3 (23%) 


Unable to respond quickly enough 


24 (18.8%) 


Unable to deal with such patients because of shortage of beds 


7 (53%) 


Unable to deal with such patients because of shortage of nursing staff 


3 (23%) 


Unable to deal with such patients because of shortage of social 
workers 


3 (23%) 


Unable to deal with such patients because of the risk of violence 


3 (23%) 


There is a scheme in operation but I am not part of it 


10 (7.8%) 
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b. If you or a designated member of your staff do not visit local police stations, is that 
because (tick one or more boxes as appropriate) 



Never requested 


13 (102%) 


Too busy 


1 (.8%) 


Not interested 


1 (.8%) 


Police routinely bring those with possible mental abnormalities to 
hospital 


7 (55%) 


Unable to respond quickly enough 


0 


Unable to deal with such patients because of shortage of beds 


1 (.8%) 


Unable to deal with such patients because of shortage of nursing staff 


0 


Unable to deal with such patients because of shortage of social 
workers 


0 


Unable to deal with such patients because of the risk of violence 


2 (1.6%) 


There is a scheme in operation but I am not part of it 


27(21.1%) 



c. If you or a designated member of your staff do not visit local prisons, is that because 
(tick one or more boxes as appropriate) 



Never requested 


10(7.8%) 


Too busy 


2 (1.6%) 


Not interested 


2 (1.6%) 


Police routinely bring those with possible mental abnormalities to 
hospital 


1 (.8%) 


Unable to respond quickly enough 


3 (23%) 


Unable to deal with such patients because of shortage of beds 


1 (.8%) 


Unable to deal with such patients because of shortage of nursing staff 


1 (.8%) 


Unable to deal with such patients because of shortage of social 
workers 


0 


Unable to deal with such patients because of the risk of violence 


1 (.8%) 


There is a scheme in operation but I am not part of it 


5 (3.9%) 



8. For those areas in which you are not already involved, we are interested in any future 
plans. (In the next 12 months). 

Please could you indicate whether or not any of the following arc being considered by 
yourself of your clinical team. 





Yes, being 
considered 


No 


Already do 
it 


Regular attendance at court 


13 (102%) 


112 (875%) 


3(23) 


Regular liaison with police service 


11 (8.6%) 


97 (75.8%) 


20 (15.6%) 


Regular attendance at prison 


9(7%) 


114 (89.1%) 


5(3.9%) 


Regular liaison with probation 


14 (10.9%) 


94 (735%) 


20 (15.6%) 


Regular liaison with CPS 


5 (3.9%) 


120 (93.8%) 


3 (23%) 



9. In your opinion, diversion from custody should be a problem for 



General psychiatry 


8 (63%) 


Forensic psychiatry 


14 (10.9%) 


Both 


97 (75.8%) 
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5. Do you meet with any of the following on a regular basis (ie, at a consistent time and 
place)? 



Probation Officer 


26 (203%) 


Crown Prosecution Service 


3 (23%) 


Magistrate 


3 (23%) 


Duty solicitor 


4 (3.1%) 


Prison Medical Officer 


3 (23%) 


Hospital Officer 


0 


Nurse in Prison Service 


0 


Voluntary agency 


0 


Other 


4 (3.1%) 



6. If there is contact, how has it been arranged? (more than one category may be 
applicable) 






Police 

Station 


Magistrate 
s’ Court 


Remand 

Prison 


As part of a rota shared with colleagues 


46 (35.9%) 


7 (55%) 


9 (7%) 


On a regular basis but not as part of a rota 


5 (3.9%) 


3 (23%) 


3 (23%) 


When requested by the Probation Service 


18 (14.1%) 


34 (26.6%) 


28 (21.9%) 


When requested by a solicitor 


22 (172%) 


37 (28.9%) 


74 (57.8%) 


When requested by the police 


50 (39.1%) 


6 (4.7%) 
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95 (742%) 
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When requested by a prison medical officer 


11 (8,6%) 


4 (3.1%) 


66 (51.6%) 


If a patient is on a Section 136 


52 (40.6%) 


3 (23%) 


5 (39%) 


If a patient is already known to me 


61 (47.7%) 


29 (22.7%) 


51 (39.8%) 


If a patient comes from my catchment area 


69 (53.9%) 


28 (21.9%) 


56 (43.8%) 



7. a. If you or a designated member of your staff do not visit a local Magistrates’ Court, 
is that because (tick one or more boxes as appropriate) 



““ 

Never requested 


75 (58.6%) 


Too busy 


17 (133%) 


Not interested 


3 (23%) 


Prefer to see mentally disordered offenders in custody 


3 (23%) 


Unable to respond quickly enough 


24 (18.8%) 


Unable to deal with such patients because of shortage of beds 


7 (55%) 


Unable to deal with such patients because of shortage of nursing staff 


3 (23%) 


Unable to deal with such patients because of shortage of social 
workers 


3 (23%) 


Unable to deal with such patients because of the risk of violence 


3 (23%) 


There is a scheme in operation but I am not part of it 


10 (7.8%) 
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b. If you or a designated member of your staff do not visit local police stations, is that 
because (tick one or more boxes as appropriate) 



Never requested 


13 (102%) 


Too busy 


1 (.8%) 


Not interested 


1 (.8%) 


Police routinely bring those with possible mental abnormalities to 
hospital 


7 (55%) 


Unable to respond quickly enough 


0 


Unable to deal with such patients because of shortage of beds 


1 (.8%) 


Unable to deal with such patients because of shortage of nursing staff 


0 


Unable to deal with such patients because of shortage of social 
workers 


0 


Unable to deal with such patients because of the risk of violence 


2 (1.6%) 


There is a scheme in operation but / am not part of it 


27(21.1%) 



c. If you or a designated member of your staff do not visit local prisons, is that because 
(tick one or more boxes as appropriate) 



Never requested 


10 (7.8%) 


Too busy 


2 (1.6%) 


Not interested 


2 (1.6%) 


P olice routinely bring those with possible mental abnormalities to 
hospital 


1 (.8%) 


Unable to respond quickly enough 


3 (23%) 


Unable to deal with such patients because of shortage of beds 


1 (.8%) 


Unable to deal with such patients because of shortage of nursing staff 


1 (.8%) 


Unable to deal with such patients because of shortage of social 
workers 


0 


Unable to deal with such patients because of the risk of violence 


1 (.8%) 


There is a scheme in operation but 1 am not part of it 


5 (3.9%) 



8. For those areas in which you are not already involved, we are interested in any future 
plans. (In the next 12 months). 

Please could you indicate whether or not any of the following are being considered by 
yourself of your clinical team. 





Yes, being 
considered 


No 


Already do 
it 


Regular attendance at court 


13 (102%) 


112 (875%) 


3(23) 


Regular liaison with police service 


11 (8.6%) 


97 (75.8%) 


20 (15.6%) 


Regular attendance at prison 


9 (7%) 


114 (89.1%) 


5(3.9%) 


Regular liaison with probation 


14 (10.9%) 


94 (735%) 


20 (15.6%) 


Regular liaison with CPS 


5 (3.9%) 


120 (93.8%) 


3 (23%) 



9. In your opinion, diversion from custody should be a problem for 



General psychiatry 


8 (63%) 


Forensic psychiatry 


14 (10.9%) 


Both 


97 (75.8%) 
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ANNEX F 



REVIEW OF SERVICES FOR MEfflALLY DISORDERED OFFENDERS 
STAFFING AND TOMMEM3 ADVISORY GROUP 
SOCIAL SERVICES FROVISICM 

1. SSDs have responsibility for the provision of a wide range of services 
for people with a mental disorder including duties arising from the 
Mental Health Act 1983 and the NHS and Community Care Act 1990. Work with 
mentally disordered offenders has been a small part of this and apart 
from social work support to RSUs and the supervision of conditionally 
discharged restricted patients has not been formally identified. 

2. The growing acknowledgement of the number of mentally disordered 
offenders caught within the Criminal Justice System who require services 
from health and social services at all stages in that system raises issues 
about the current SSD provision for people with mental disorder. 

3. Service provision in SSDs is not readily identifiable. To assist in 
obtaining some picture of current provision 14 SSDs (including Inner and 
Outer London boroughs, metropolitan boroughs and shire counties) were 
asked to complete a schedule. 

4. Service provision, particularly social work was managed in varying 
ways, factors such as geography, multi-disciplinary working and 
specialism affecting both numbers, levels and settings of social workers. 

5. The majority of departments were providing a specialist service for 
both mental illness and learning disability. A few were involved in or 
moving towards multi-disciplinary teams outside hospitals, mental health 
centres were developing, others were merging hospital and community teams 
to provide a co-ordinated mental health service. The development of the 
care programme approach was causing concern about the staff time involved 
and its impact on small specialist teams. 

6. Within the numbers of social workers a number were " Approved" 
under the provisions of the Mental Health Act 1983. The balance 
between ensuring a reasonable response time to requests for 
admission and meeting the guidance in relation to work undertaken 
was not always easily maintained. Very few authorities had ASWs 
working with specialist learning disability teams. 

The number varied between SSDs depending on geography, structure and 
specialism. It is not possible to draw conclusions about a common target 
number either for social workers or ASWs, however, most SSDs pointed out 
that new demands would require an increase in staff. 

7. Emergency cover - Emergency duty teams were provided in the 14 SSDs. 
All, save one which finished weekday night cover at 6. 00 am provided a 
service outside office hours, weekdays, weekends and public holidays. All 
teams included ASWs. An emergency service was thus available for general 
mental disorder emergencies including SI 36 and requests for an 
"appropriate adult" under PACE. A number were stretched at present levels. 

8. SSDs were asked to give the number of S136 in which social workers 

were involved in 1991. 7 did not keep figures. 4 of these, however, have 

now started to record involvement. Another authority recorded 13 hospital 
admissions only. Of the remaining 6, one city had knowledge of 12, a 
metropolitan borough recorded 76, a Shire County 120 and an inner London 
Borough 137. The figures reinforce the acknowledged uncertainty in both 
the understanding of SI 36 and the recording of work. 
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9. Residential and. day services for those suffering from mental illness 
and learning disability could be available for offenders and some use is 
made for this purpose. (See Annex g £° r provision in England in 1989). 
There is a shortage both in number and range particularly for people with 
mental illness. The problem of homelessness was raised by a number of 
authorities and the difficulties posed when homes in multi -occupancy were 
used The need for additional staff and/or further training was also an 
issue. 

10. Developments are also occuring as a result of the Mental 
Illness Specific Grant and will increase the general provision 
available. 

11. SSDs also noted a variety of voluntary provision but numbers using 
this were not identified 

12. Concern was expressed about the problems created by those 
with personality disorders and a fear expressed that with the 
increased selectivity of health services contracts an increased 
burden would fall on SSDs. 2 authorities were developing,, with 
multi-agency support facilities for "difficult to place" 
clients. 

13. Restricted patients*. 10 SSDs supervised 74 conditionally discharged 
restricted patients ranging from 2-20 per authority. The SSD 
supervising 20 had an RSU from which social workers followed up. Some 
patients from RSUs also stayed near the units creating further 

work for local services. 

14. Questions were also asked about guardianship. Within the 14 SSDs 61 
people were under $7 guardianship. Two SSDs reported no-one, while others 
reported 15, 11 and 9. Five SSDs supervised people under S37, 9 in 
total. 



15. 1. Diversion schemes: Six SSDs reported involvement with 

established or pilot schemes, one was actually planning a scheme 
and a further 6 were involved in discussions, 2 as part of a 
multi-disciplinary strategic initiative for services. All were at 
an early stage and the time contributed by social workers varied. 

15. 2. One scheme in a rural setting took the equivalent of one 
social worker - half a day a week In an inner city the 
equivalent of two and a half days work involving ASWs and social 
workers was barely sufficient, time had been taken from other work 
a rad was under threat. In another scheme a full time worker (with 
special funding) was developing a scheme on a trial basis. The 
established schemes wished to extend to other areas of the SSD. 

Resources were a concern to all SSDs, both immediate social work 
tiit® and back-up services. 

16. Prisons: Six SSDs had some contact although in 5 it was minimal. 

One SSD was involved in a multi-disciplinary initiative taking one and a 
half days social worker which it was hoped to increase to full time. 

17. Community Care Plans: An awareness of issues was apparent in all 

SSDs. Despite the early stage of community care plans an acknowledgment 
of the needs of mentally disordered offenders was acknowledged in 8 SSDs. 
In addition 2 stated that something would appear in the next draft. One 
SSD had involved the probation department in planning discussions. 
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ANNEX G 



TABLE 1 



Numta 5 of xesidentM homes snd pla«s for people wife mental illness la England 



LI Number of homes 



Local authority homes 



At 31 Munch 


Staffed 


Uo- 

Miffed 


Total 


Volun- 

tary 


Private 


Total 


AH 

boms 


198© 


137 


304 


Mi 


m 


54 


122 


563 


1981 


146 


343 


489 


* 


© 


4t 


$ 


1982 


149 


352 


501 


m 




m 


* 


1983 


152 


375 


527 


118 


53 


171 


698 


1984 


151 


390 


S41 


127 


62 


189 


730 


1985 


m 


427 


583 


148 


102 


250 


833 


1986 


158 


439 


597 


174 


156 


330 


927 


1987 


166 


476 


642 


165 


208 


373 


1015 


1988 


170 


473 


643 


139 


263 


402 


1045 


1989 


171 


522 


693 


162 


319 


481 


1174 


1990 


172 


500 


672 


200 


364 


564 


1236 


Prnv&mge change 

mo-mo 


253% 


643% 


52,4% 


1945% 


5745% 


3623: % 


1193% 


Av€mg€mmml 
















percentage change 

mo-mo 


23% 


SIM 


43: % 


11.4% 


21,0% 


163% 


82% 


1.2 Neratstr of places 




Local authority hones 


legiSeeed homes 










Vn- 




Vohm» 






m 


At 31 March 


Staffed 


staffed 


Ton! 


tsry 


Private 




tl8®M 


1980 


2333 


1391 


3724 


1381 


761 


2142 


5866 


1981 


2467 


1514 


3981 




& 


* 


* 


1982 


2516 


1555 


4071 


$ 


# 


m 


$ 


1983 


2557 


1616 


4173 


1603 


764 


2367 


6540 


1984 


2523 


1719 


4242 


1693 


865 


2551 


6800 


1985 


2563 


1800 


4363 


1952 


1219 


3171 


7534 


1986 


2646 


1824 


4470 


2134 


1731 


3865 


8335 


1987 


2676 


1957 


4633 


2103 


2432 


4535 


9168 


1988 


2661 


1895 


4556 


2066 


3123 


5189 


9745 


1989 


2703 


1994 


4697 


2325 


3912 


6237 


10934 


1990 


2499 


1850 


4349 


2660 


4697 


7357 


11706 


Percentage chmge 

mo-im 


73% 


sim 


16,8% 


92.6% 


5172% 


2415 % 


99.6 % 


Ammgemmmd 
















percentage aimge 

mo-mo 


0,7% 


23% 


1,6% 


6.8% 


2 o.m 


135% 


72% 



♦ Data available but am reliable 



Reproduced from Statistical Bulletin (Department of Heaif-h 

Bulletin 3(8)91 
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TABLE 2 



Places in homes for people wife mental IJJnes • ratal per 100,000 popuLanon 
sad average number per home in England 



2d Ri^es per 103,000 population aged 10 and over (1) 





Local authority homi 


% 


Ei^ersd homes 






At 31 March 


Staffed 


Un- 

staffed 


Total 


Vote- 

«*T 


Private 


Total 


AM 

homes 


198© 


6 


4 


10 


4 


2 


6 


16 


1981 


7 


4 


11 


* 


$ 


# 


$ 


1982 


7 


4 


11 


* 


* 


* 


* 


1983 


7 


4 


11 


4 


2 


6 


18 


1984 


7 


5 


11 


5 


2 


7 


18 


1985 


7 


5 


12 


5 


3 


9 


2© 


1986 


7 


5 


12 


6 


5 


10 


22 


1987 


7 


5 


12 


6 


6 


12 


24 


1988 


7 


5 


12 


5 


8 


14 


26 


1989 


7 


5 


12 


6 


10 


16 


29 


199© 


7 


5 


11 


7 


12 


19 


31 


Percentage change 
1980-1990 


12% 


25.6% 


10.3% 


@12% 


483.m 


224,4% 


882% 



(1) Br , la k i r^es we calculated by dividing fey OPCS mid-yetr animates of population 
for the previous year. 



22 Average number of places per home 





Local Aufeo> i ' r 


Registered homes 


At 31 March 


Staffed 


Ua- 

staffed 


Voksa- 

Itry 


Private 


1980 


17 


5 


20 


14 


1981 


17 


4 


* 


© 


1982 


17 


4 


* 


m 


1983 


17 


4 


14 


14 


1984 


17 


4 


13 


14 


1985 


16 


4 


13 


12 


1986 


17 


4 


12 


11 


1987 


16 


4 


13 


12 


1988 


16 


4 


15 


12 


1989 


16 


4 


14 


12 


1990 


15 


4 


13 


13 


Percentage change 
1980-1990 


-14,7% 


-19.1% 


•34J5% 


-8.4% 



♦ Data amiable but not reliable 
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' - Staff employed Iji local authority hcrots m4 hostels 

for paspfe wife m®tid fflnass In England 1979-1989 



Numbers of staff 



Whole Ti me i 
Percentages 



Ai30%» 


Wardens 

and 

deputies 


Cw 

staff 

(1) 


Others 


TosM 


Wardens 

and 

dqmtm- 


Care 

staff 


Others 












% 


% 


% 


1979 


249 


370 


294 


913 


273 


403 


323 


1980 


259 


392 


272 


923 


28.1 


423 


293 


1981 


274 


414 


273 


961 


283 


43.1 


28.4 


1982 


288 


452 


282 


1,022 


283 


443 


27.6 


1983 


285 


488 


265 


1,038 


273 


47.0 


253 


1984 


287 


535 


265 


1,087 


26.4 


493 


24.4 


1985 


278 


580 


266 


1,124 


24.7 


51.6 


23.7 


1986 


309 


616 


269 


1,194 


253 


51.6 


223 


1987 


332 


760 


302 


1394 


23.8 


543 


21.7 


1988 


375 


913 


279 


1367 


233 


583 


17.8 


1989 jxcnrisaonal 


382 


940 


265 


1387 


24.1 


593 


16.7 


Percentage change 
I979-19S9 SU% 


1541% 


-93% 


Tim 








Avemgveawmi 
p^rctHict jp# c * ' - t 
















19794m ^ 


4.4% 


9 m 


4.0% 


5 m 









Hamper 
member 
of staff 
( 2 ) 



IS 

1.7 

1.6 



(1) lodcdes care assistants 

(2) Average number of pke® over the yea- 1 April to 31 Mach. 
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TABLE 4 Resident supported toy local Authorities hi hemes for 
people wife mental Oincss in Enghuad 

41 Numfeer of residents supported by type *of home, mad rate per 1 §0,001 population for .til homes 



' Supported 

MlaGal Is registered homes e ® residents in 



At 31 Much 


authority 

staffed 

homes 


Vob 

dry 


Private 


Total 


private 

house- 

holds 


Total 


all homes 
per 100,000 
pop Cl) 


1981 


2.711 


1352 


435 


1,687 


482 


4,880 


13.4 


1982 


2*919 


1318 


411 


1,629 


569 


5,117 


14.0 


1983 


2307 


1,129 


340 


1,469 


529 


4,805 


13.1 


1984 


2385 


1,030 


292 


1322 


522 


4329 


123 


1985 


2382 


952 


285 


1337 


419 


4338 


11.7 


1986 


2309 


745 


335 


1,080 


246 


3335 


103 


1987 


2342 


748 


246 


994 


224 


3360 


93 


1988 


230 


87? 


299 


1,176 


282 


3,771 


10.0 


1989 


2,157 


958 


247 


1385 


187 


3 349 


93 


1990 


2,015 


935 


310 


1345 


174 


3,434 


9,0 


Percentage change 
1981-1990 


*25.7% 


*253% 


■28.7% 


-262% 


3X9% 


29.6% 




AmnagsammsI 

p&emtamcimmm 

im-mo 


«sm 


•32% 


37% 


33% 


•mm 


3M 





CD Population rates » afaksid by dmdmg by OPCS taM-ywr estimates of populates aged 16 and mm r 
for 111 ® previous year* 



.42 Supported residents per 100 pkcss is homes for people wife mental Hums 



At 31 March 


authority 

staffed 

homes 


to registered homes 

Volun- 
tary Private Tote! 


1981 


110 


* 


* 


* 


1982 


116 


St 


St 


* 


1983 


110 


70 


45 


62 


1984 


106 


61 


34 


52 


1985 


IDS 


49 


23 


39 


1986 


95 


35 


19 


23 


1987 


88 


36 


10 


22 


1988 


87 


42 


10 


23 


1989 


80 


41 


6 


19 


1»0 


81 


35 


7 


17 



4 Data available but not reliable 
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TABLE 5 Day cantm for pioplg with mental iHnegs in England 



At 31 March 


Centres 


Local authority (1) 

Ess® per Average 

100,000 mmih&tfii 
population pltces per 
Places (2) c mm 


Hajsis 
available 
by volun- 
tary and 
ocher organ- 


Total 

places 


Total 

flas»pr 

100,000 

population 

(2) 


1980 




134 


4967 


14 


37 


621 


5588 


155 


1981 




138 


4907 


14 


36 


759 


5666 


ISjS 


1982 




138 


4997 


14 


36 


823 


5820 


1 S3 


1983 




143 


5159 


14 


36 


1239 


6398 


17.4 


1984 




145 


5332 


14 


37 


1225 


6557 


173 


1985 




148 


5414 


15 


37 


1334 


6748 


18.1 


1986 




156 


5545 


15 


36 


1029 


6574 


17j6 


1987 




163 


5839 


16 


36 


1191 


7030 


11.7 


1988 




171 


6113 


16 


36 


1567 


7680 


203 


1989 




186 


6396 


17 


34 


2682 


9078 


23J 


1990 




202 


6979 


18 


35 


2903 


9882 


25J 


Percentage change 

mo-mo 


507% 


405% 


32.7% 


45% 


3675% 


76.8% 


67.0% 


Awmgemmmi 
















percentage change 

mo-mo 


45% 


35% 


zm 


47% 


16*7% 


55% 


55% 



(l)Thist «<^ycof'ssiday «aarefof p^ile wife ®«iatalllfaesi.Tli« w. also csatres tot cater for 
a mv&w ® of dim groups, inducting people with mental Obsess. but so data is available about t be 
numbers ta eadi dkat gsmsp. 



est “ Hates °f populafe agtd 16 »d cw 
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TABLE <§ 



Places ud supported residents in residential homo usd, day centres 
for people with mental 31nes$» by region, at 31 March Iff© 



Cl Numbers of places and supported residents 



At 31 .March 


Races in day centres for 
people with mental illness 
made available by (1) 


Places m homes and hostels 


Residents 




vohsntsy 
local and other 


Local authority 


Registered. 


supported 
by local 


Regies 


authority organisations 


Staffed Unstaffed 


Voluntary Private 


authorities 



Wn^limd 


6979 


2903 


2499 


1850 


2660 


4697 


3434 


Ncartkam 


345 


222 


176 


113 


71 


290 


158 


Yorks/Humberside 


907 


125 


439 


221 


122 


598 


341 


Northwestern 


811 


621 


429 


226 


278 


592 


469 


West Midlands 


887 


765 


280 


179 


230 


4X3 


291 


East Midlands 


598 


265 


158 


109 


37 


545 


66 


Thames/Anglia 


533 


349 


217 


312 


276 


525 


298 


■' i r London 


979 


119 


317 


66 


439 


121 


860 


Outer London 


993 


127 


329 


272 


484 


248 


614 


rath m 


330 


1 


37 


179 


481 


945 


243 


Southwestern 


596 


309 


117 


173 


242 


420 


154 



42 Rates per 100,000 population aged 16 and over 0 



M 31 March Pluses to day centres for 

peoptevxihaMalffioess Placa in homes aod hoods 

made available by (1) _____ Residents 

voluntary Local authority Registered supported 



local and other by toed 

Regions aahoriry organisations Staffed Unstaffed Voluntary Prfrmte authorities 



Pane, ad 


18 


8 


7 


5 


7 


12 


9 


Northern 


14 


9 


7 


5 


3 


12 


6 


Yorks/Humberside 


23 


3 


11 


6 


3 


15 


9 


Noth Western 


16 


12 


8 


4 


5 


12 


9 


West Midlands 


21 


IS 


7 


4 


6 


10 


7 


East Midlands 


19 


8 


5 


3 


1 


17 


2 


Th s/Anglia 


9 


6 


4 


6 


5 


9 


5 


Inner y„jywfe^ 


52 


6 


17 


4 


23 


6 


43 


Outer f ruriHrtfi 


28 


4 


9 


8 


14 


7 


17 


Southern 


7 


0 


1 


4 


11 


21 


5 


South Weston 


16 


8 


3 


5 


6 


11 


4 



(1) Only includes places in toy centres specifically for people with a mental illness. There are also centres that 
cater for a mixture of client groups, including people with mental illness, but no data are available about the 
number in each client group. 



(2) Popul tion rates are calculated by dividing by OPCS mid-year estimates of population for the previous year. 
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ANNEX H 



Extract from the report of the hospital advisory 

group 



OUTLINE FORM DESCRIPTION FOR REGIONAL CONSULTANT ADVISER IN FORENSIC PSYCHIATRY 



TITLE: 

ACCOUNTABILITY : 
ROLE SUMMARY: 



For local agreement (and to avoid confusion 
Psychiatrists’ Regional Representatives in 



with Royal College of 
Forensic Psychiatry). 



Advises . Director of Public Health with right of access direct to 
trie Regional General Manager and Regional Health Authority. 

As a Regional appointee the post holder will be required to 
advise the Regional Health Authority on the appropriate 
development of forensic psychiatric services. Working from a 
clim 11 r joint academic/clinical base agreed with a single 
District Health Authority or consortium of District Health* 
Authorities, the appointee will be responsible as a Consultant 
for a clinical case-load. 



MAIN TASKS: 1, In cooperation with the Director of Public Health and othe: 

relevant Regional Directorates advises the Region on all aspects 
of forensic psychiatry, taking into account policy and guidance 
issued by the Department of Health/National Health Service 
Management Executive. 

2. Monitors and evaluates all forensic psychiatric services 
within the Region, liaising closely with colleagues in forensic 
psychiatry, general psychiatry and other psychiatric sub- 
specialties. 

3. Advises those in District Health Authorities responsible 
for planning, purchasing and providing forensic psychiatric 
services at Regional, District and Unit levels. 



4. Identifies the need for and promotes appropriate and 
desirable research into the specialty in consultation with 
appropriate others, e.g. academic departments of general 
psychiatry, forensic psychiatry, academic psychology, 
criminology, social work, and law. 

5. Identifies educational and training needs relating to the 
specialty and ensures suitable responses, in line with 
requirements of Royal College of Psychiatrists and other bodies. 

6. Clinical duties as per standard Consultant Contract. 

SESSIONS: For local agreement. 
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ANNEX X 



PETTY SESSK 1 IAL D’ S I [ON! * OF TAUNTON DEANE AND WEST SOMERSET 



Mentally 111 Offenders 
Diversion from the Criminal Justice System 

’A Very Modest Project * 



Introduction. Since February 1991 a small group of people in the Taunton Deane and West 
Somerset District Council Areas, professionally involved with mentally in people and who come 

to the notice of the Police and the Courts have undertaken a very modest project to provide a 
service which 

1. avoids an appearance in Court for those mentally ill 
offenders where the Court appearance seems inappropriate; or 

2. has available to the Court the recommendations of a mental 
health assessment where a Court appearance is considered 
appropriate. 

The project is monitored at three monthly intervals and all professional groups involved feel that 
inter-agency work with mentally ill offenders is now better co-ordinated. There is a better 
understanding of the areas where closer working relationships can have a beneficial outcome and 
a recognition that there is a small in number of people who have a range of very complex 
needs that neither the Criminal Justice System, the Health Service or Social Services can meet 

unless there is an opportunity of developing additional resources which are likely to be very 
expensive. 



This short paper describes the work involved so far and the outcomes in an area in a rural 

county where the volume of work involved by the different agencies had not been previously 
measured. 
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WHO has been involved in this Very Modest Project : 



Clerk to the Justices ( Chairman) 

Crown Prosecution Service 
Magistrate 

Unit General Manager/ 

Locality Manager Mental Health Unit 
Probation Service 
Inspector of Local Police Station 
Consultant Psychiatrist 

Social Services - Operational and Policy Staff 



WHERE has this Very Modest Project been implemented : 

The Cleric to the Justices Divisions relate to the District Council Boundaries in Somerset. This 
local initiative has been led by the Clerk to the Justices who has responsibility for the combined 
District Council Areas of Taunton Deane and West Somerset (population 126,800). This 
geographical patch is also covered by one Division of the Social Services Department. There are 
three Consultant Psychiatrists covering this area making up part of the West Somerset Locality 
of the Mental Health Unit. 

Other parts of the County have expressed an interest in what this project has achieved but as 
yet have no similar arrangements. It is helpful if the Clerk to the Justices takes a lead role. In 
the absence at the present time of any one agency being given the lead responsibility of 
developing services for the health and social care provision for mentally ill offenders. It can feel 
less threatening to the health, social services and probation service agencies to look at what can 
be achieved within existing resources available without feeling under pressure to meet additional 
expectations of new services. 
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HOW did this Very Modest Project decide what to do : , 

At the first meeting the group recognised that no one agency had any clear idea of the number 
of people we were talking about. Well known local individuals who have such complex needs 
that current services had proved quite ineffective obviously came up for discussion. Sharing a 
sense of failure and impotence was useful to a certain extent but the group decided to focus on 
areas of common interest where progress could be seen as possible rather than to spend too 
much time on areas of service where only additional expensive resources might have a role to 
play. 

No agency was in the position to develop new services so the strategy of maximising what was 
available was agreed as the most creative. The Police agreed to collect information on the 
people identified by them as having a mental health problem whether coming to their notice 
under Section 136 of the Mental Health Act 1983 or whether coming to their notice as a result 
of an offence being committed. This would provide at least an indicator of the volume of work 
that be involved. The Consultant Psychiatrist and the Social Services Department agreed to 
make available to the Police and the Court an assessment under the Mental Health Act 
irrespective of the reason for the person concerned being in Police Custody. This easy access 
to assessment was seen as the key to meeting the agreed objectives of 

preventing a court appearance where this was seen as inappropriate or 

if it was agreed that an appearance in Court should proceed the Court would 
have available to them at the time of the first hearing the benefit of a 
psychiatric assessment with a clear indication of what role if any the Mental 
Health Services could offer. 

The principles guiding the decision about the appropriateness or otherwise of a Court appearance 
were 

1. sufficient evidence to prove that the person committed the act complained of 

2. the public interest 

3. the therapeutic consequences to the person ( recognising 

the positive as well as the negative effects of a Court Appearance) 

3. where the offence was such that a court assessment of 
serious risk was indicated. 

We agreed to meet again after three months to review the experience of the agencies during that 
period. In the light of the first three months work we continue to monitor the service at three 
monthly intervals. 
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WHEN did this Very Modest Project start: 

The first meeting of the group was at the end of February 1991. There have been two 
subsequent meetings at three monthly intervals in July and September. The meetings have 
lasted for one hour and a quarter. This project has shown that if there is a will to find a 
creative outcome the actual commitment of professional time to meetings is not onerous. 

WHY did this Very Modest Project start : 

The initiative came following practical concerns felt by the Court relating to particular 
individuals. The invitation to become involved was responded to positively by the Police who 
on occasions feel they get an inconsistent response from the Mental Health Services. The 
Health and Social Services staff were aware of Circular 66/90 from the Department of Health 
and saw this as a opportunity to respond locally. Good working relationships exist within the 
various agencies involved and some inter agency training on the Code of Practice to the Mental 
Health Act (especially looking at issues around Section 136) created a climate where agencies 
could share a common interest in the problems of providing services for mentally ill people who 
offend and to work co-operatively in looking towards some local improvements. 

WHAT does the Very Modest Project actually achieve : 

The local services now have information on the number of people that come to the notice of 
the Police either under the Mental Health Act 1983 (Section 136) or through being suspected of 
having committed an offence. 

The Court, Crown Prosecution Service and Probation Service have a working liaison with the 
local mental health services. 

The Police have a more coherent response from the local mental health services and a better 
understanding of the limitations of services in relation to particular well known individuals 
whose needs are complex. 

The Health and Social Services staff have an agreed practice of easy access to a mental health 
assessment for those mentally ill people at risk of entering the Criminal Justice system. 

The most important achievement is that the risk of a mentally ill person spending 
unnecessary and possibly harmful time within the Criminal Justice System is now 
considerably reduced. 
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Summary : There was a surprising consistency in the figures during the two periods of three 
months that have been monitored so far. Each period identified sixteen individual occasions 
when the agreed practices were implemented. Each period produced two people who appeared 
before the Courts : One was admitted to psychiatric care as a condition of bail. 

One was fined 

One was remitted to a court in another County where other charges 
were outstanding. 

One was bound over to keep the peace 

Of the remainder* 11 people were admitted to psychiatric care, mostly informally included in this 
number are people who were returned to hospital being absent without leave. 17 people were 
given ’advice’ by the Police, assistance from Social Services Department or required no further 
action. 

It cannot be claimed that this Very Modest Project will have much impact on the mentally ill 
offender who commits serious crimes. The most serious offence coming before the Court in the 
period so far monitored was criminal damage by fire to a lavatory in the Police Social Club. 
Nor can it claim to tackle the needs of those people who persistently behave in an anti-social 
way because of complex psychological, social or psychiatric difficulties. Such people although 
small in number take a great deal of time and energy from services with often little if any 
apparent benefit to themselves. They will continue to confound the most committed service 
until we find new ways of meeting the challenge they pose to mental health services. What has 
been achieved is nonetheless of value if one recognises that the majority of offenders who are 
also mentally ill come to the notice of the Criminal Justice System for relatively minor 
offences. With increasing numbers of chronically mentally ill people living in the community 
problem behaviour will increasingly come to the notice of the Police and the Courts. It is 
important that in dispensing justice the blend of a person’s responsibilities as a fellow citizen 
and his rights to receive compassionate consideration before the law are brought together and 
that the various agencies who have a role to play work together to get the best out of the 
services that are currently provided. 

Copies of this paper can be obtained from 

Mr. Len Allen, Cleric to the Justices, Magistrates Clerk’s Office, 8 Billetfield, TAUNTON, 
Somerset TA 1 3LH (tel 0823 - 257084) or 

Mrs. Nancy Atkinson, Staff Officer, Social Services Department, County Hall, TAUNTON, Tad 
4DY (tel 0823 - 333451). 

December, 1991, 
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ANNEX J 

ETHICAL ISSUES COUCEftUtNG PSYCHIATRIC CAM IN PRISON 

Report from the Special Committee on Unethical Psychiatric Practices 

This interim report has been prepared by the Committee, for consideration by those 
bodies who are planning a new system for providing medical care for prisoners, from 
the National Health Service. The report is concerned only with psychiatric care. 



I A basic ethical principle is that prisoners, while losing certain rights in prison, 
retain most of the rights to which ail citizens are entitled. In particular, 
prisoners have the right of access to medical and nursing care, which should 
be of the same standard as that available to other citizens - the standard set 
by the National Health Service. Medical and nursing staff have the right to 
provide this standard of care. This principle should govern all the 
arrangements for contracting for psychiatric care in prisons. 



li GENERAL STANDARDS OF CARE 

(a) The need for College approval 

The College sets certain standards of care when approving job descriptions 
of consultants. These concern facilities in terms of space, equipment and 
staff: medical, nursing, psychology and secretarial, for instance. The College 
must be involved in the setting of the standards for posts for consultants 
who will be contracted to work for the prison service and in approving such 
ppsts, before they are permitted to be advertised. 

The College and the Joint Committee on Higher Psychiatric Training must be 
involved with setting standards for, and approving, any psychiatric training 
posts in the prison service, before they are permitted to be advertised. 

(b) Services provided bv psychiatrists 

The system, to be efficient and effective, must provide facilities and time for 
the consultants to: 

i. Make psychiatric assessments and reports; 

is. Provide training, advice and support, not only for psychiatric 
trainees, but for all the staff in the prison who are involved in the 
care and assessment of mentally ill or vulnerable prisoners; 
iii. Provide an efficient emergency service - similar to domiciliary 
visits for other citizens - for the rapid assessment and care of 
acutely ill, eg suicidal, prisoners. 

Consultants who are contracted to provide care for a prison have an ethical 
responsibility to ensure that appropriate emergency psychiatric care is 
available for any prisoner - not just those living in the consultant’s catchment 
area. This might involve transfer to an NHS hospital. Access to the necessary 
hospital facilities must therefore be available as part of the consultant’s 
contract to the prison service. Following emergency treatment, a prisoner 
should be transferred to an appropriate facility, bearing in mind any 
requirements of security, or returned to the prison. 

Where a psychiatric ward within a prison is managed by a team led by a 
psychiatrist, the admission and discharge decisions shall be at the discretion 
of that psychiatrist. 

Consultants working in general psychiatric hospitals have an ethical as well 
as a clinical responsibility for providing hospital facilities necessary for the 
care of prisoners from their catchment areas. 
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MEDICAL RECORDS 



(a) Confidentiality 

Psychiatrists have an ethical duty to ensure that their records remain confidential. At 
present, medical records in prisons are not confidential and, in some prisons, records are 
disorganised and not easily available to professional staff. An efficient system for the 
maintenance of confidential medical records should be specified in the contract. 

(b) Accessibility 

Prisoners have the same rights as other citizens of access to their own health records, 
under the Access to Health Records Act 1990, or by any alternative voluntary 
arrangement. At the same time, psychiatrists have an ethical duty to protect third parties 
who may be important informants and thus to scan records before they are made 
available to the prisoner. 



IV PSYCHIATRIC REPORTS 

(a) The purpose of the report 

Many reports will be regarded by prisoners as about them, but for the benefit of the 
prison or Segal system. 

Before interviewing a prisoner for a report, a psychiatrist has the ethical responsibility to 
obtain the informed consent of the prisoner, after explaining to him/her the purpose of 
the assessment and to whom the report will be sent. The prisoner should be informed of 
his/her rights to refuse to talk to the psychiatrist. 

(b) Professional expertise 

The preparation of a psychiatric report on a prisoner should only be done by a properly 
qualified psychiatrist, or by a psychiatric trainee under supervision. Consultants have an 
ethical responsibility to provide assessments, if requested to do so, for the patients who 
are already known to them, and/or are living in their catchment area. 



V “WHISTLE-BLOWING" 

All medical staff in the National Health Service are not only entitled, but have a duty, to 
disclose situations which they believe to be damaging to the standards of care for their 
patients. These could be inadequate facilities, or the behaviour of a member of the staff. 
Exactly the same opportunities for disclosure should be available to psychiatrists working 
under contract to the prison service. As in the NHS, they should be made aware of the 
appropriate channels lor disclosure or complaint but if these are exhausted and their 
concerns remain, they are entitled to take them outside the local system, to their own 
professional organisations and to the professional or ordinary press. On no account 
should the Official Secrets Act be used to "gag* staff if they are complaining about 
standards of care or of other practices which they regard as unethical. 

The College - and the BMA - should listen sympathetically to "whistle-blowers' and 
support them and. if thought appropriate, take up their complaints on their behalf. 
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VI AO OfT AMD ^ESEAiCH 

In accordance with NHS good practice, consultants should expect to participate in regular 
medical audit of their work in prisons. 

High quality psychiatric research is essential to the further development of the Prison 
Medical Service. Certain ethical issues arise in this work, particularly concerning informed 
consent. Ethical scrutiny of such research is therefore essential, as for all research projects 
on human subjects. Once approved, research should be allowed to proceed to completion 
and publication, following the same procedures as those applying to any other WHS or 
academic research study. Psychiatric research in prisons should not rely entirely on funds 
provided by the Home Office. 



DrJLTBirley 

Chairman 

Special Committee on Unethical Psychiatric Practices 
5th December 1991. 



Approved by Council of the Royal College of Psychiatrists 

14th January 1992 
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ANNEX K 



LOCAL AUTHORITY SOCIAL SERVICES LETTER 




LJkSSL (91 ) 12 



The Director of Social Services 
To : Chief Executives 

Non-Metropolitan County Councils 
Metropolitan District Councils 
London Borough Councils 

The Common Council of the City of London 
The Council of the Isles of Scilly 



December 1991 



CRIMINAL PROCEDURE (INSANITY AND UNFITNESS TO PLEAD) ACT 1991 
EXECUTIVE SUMMARY 

Home Office Circular No 93/1991 contains information 

about the Criminal Procedure (Insanity and Unfitness to Plead) 
Act 1991. This Act amends existing legislation including 
particularly the Criminal Procedure (Insanity and Unfitness to 
Plead) Act 1964 and will be implemented on 1 January 1992. 

This Local Authority Circular draws attention to those 
provisions of the Act which will have staffing, training and 
operational implications for health and social services 
authorities . 

At present, in all cases where a person is found unfit to 
plead, or not guilty by reason of insanity, the court is required 
to order his or her detention in hospital subject to a 
restriction order without limit of time. The new Act introduces 
a wider range of disposals including: 

* detention in hospital, with or without a restriction order 

* a guardianship order 

* supervision in the community 

* absolute discharge 

(HO circular: paras 15 - 16) 
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Directors of Social Services are asked to note the following: 

* draw the attention of the new legislation to approved social 
workers so that they may consider it when advising courts 
about the management of an individual 

* bring this guidance to the attention of all staff who may be 
concerned in the care and treatment of patients subject to 
court orders 

GUARDIANSHIP 0RB1SS 

(HO circular: para 17b and HO circular 68/90). 

The provisions of section 37 of the Mental Health Act 1983 
about guardianship may now be applied to people found unfit to 
plead or not guilty by reason of insanity. 



SUPERVISION AND !MBAT¥iEMT ORDERS 

(HO circular: para 17 c.iv - viii ) 

This is a new form of order introduced by the Act. It is 
modelled on existing probation orders with a condition of 
psychiatric treatment under the Police and Criminal Evidence Act 
1984. 

A supervision and treatment order will remain in force for two 
years and will be available to the court in cases where: 

* medical advice is that compulsory detention in hospital for 
treatment is not needed; 

* the court is satisfied that release into the community will 
not pose an unacceptable risk to the safety of the public. 

The new power is likely to be applied to those mentally 
disordered people who have been charged with relatively minor 
offences and are thought to be able to cope in their own homes 
with support from the mental health services. 

Purpose 

The purpose of a supervision and treatment order is to ensure 
that the person receives : 

* & n Y necessary medical treatment (in-patient or out-patient) 
on a voluntary basis; 

* social support in the community to help him or her to lead a 
settled life. 

Generally speaking, social supervision will be best provided 
by an approved social worker from the Social Services Department 
concerned. The court would need to satisfy itself that the 
Social Services Department was prepared to make one of its social 
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workers available for this purpose and that arrangements had been 
made with the local health authority for treatment to be given. 
The Act also allows for the court to appoint a probation officer 
as social supervisor. 

Haiti -agency co-operation 

Successful use of these orders will depend on effective 
co-operation between the health authority, probation service and 
social services department. Generally, the supervising officer 
will need to: 

liaise with the supervising consultant psychiatrist and other 
members of the psychiatric team to make sure the person is fully 
supported in the community; 

agree with the others involved what should happen after the 
order has expired. 



After the court's supervision and treatment order has expired 
it will be important for the medical and social supervisors to 
decide what continuing care and treatment needs the patient has 
and to ensure that a suitable care programme is in place. 

Mon-cooperation 

The Act does not provide any penal sanctions where a person 
refuses to co-operate with a supervision and treatment order. 

It is therefore important to ensure at the outset, as far as 
possible, that a person could be expected to co-operate with an 
order if one is made. 

If an order becomes ineffective because the person is no longer 
prepared to co-operate with it, the doctor and social worker 
should consider whether the person's mental state justifies 
detaining him or her in hospital under the provisions of Part II 
of the Mental Health Act 1983. If it does not, but the person 
is thought to present a risk to other people, it may be right to 
warn the police. This is covered in paragraph 17 (c) (vi) of the 
Home Office Circular 93/1991. 

RESOURCE IMPLICATIONS 

We have considered the possible resource implications of this 
Act for health and social services in consultation with the Home 
Office. The number of defendants found unfit to plead in any 
year is very small - about 12 a year for England and Wales. The 
Act may lead to an increase in the use of unfit to plead findings 
but as the legal threshold to establish unfitness has not been 
altered, any increase is expected to be small and gradual. 

Social workers required to supervise patients subject to 
supervision and treatment orders may need some additional 
training - although the role is similar to that of supervising 
restricted patients conditionally discharged from hospital. 
Although the Act does not require social workers appointed as 
supervisors to be approved under Section 114 of the Mental Health 
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Act, it is clearly desirable that they should be. Further 
training for them would most logically be incorporated into basic 
Approved Social Worker training and included in refresher 
training for practising Approved Social Workers. This provision 
would have to be made within existing resource constraints. 



ENQUIRIES 

Enquiries about this Circular and its enclosures should be made 
to: 

PRIORITY AND HEALTH SERVICES DIVISION 
WELLINGTON HOUSE 
133-155 WATERLOO ROAD 
LONDON SE1 8UG 

Tel 071 972 4507 

Further copies of this circular may be obtained from DH Store, 
Health Publications Unit, No 2 Site, Manchester Road, Heywood, 
Lancs 0L1 0 2P2 quoting the code and serial n umb er on the top 
right-hand corner. 

Crown copyright 1991 

This Circular may be freely reproduced by all to whom it is 
addressed. 
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ANNEX L 



EDUCATION AND TRAINING IN THE NHS: THE PLANNING FRAMEWORK, ROLES 
AND RESPONSIBILITIES 



1. "Working paper 10: Education and Training” was published for consultation in 
October 1989 and sets out the principles governing the arrangement of training for non 
medical staff post April 1991. The overall aim was to establish a mechanism that would 
ensure the quality of training for NHS staff was maintained and that the overall supply 
of training places reflected the requirements of the Service. Government policy is that 
wherever possible training should be employer led and that it is for employers to 
determine the type of trained workforce they require. 



2. The proposals in Working Paper 10 received broad based support and during 1990 
the NHS Management Executive issued a series of Executive Letters {EL) containing 
guidance to the Service on how the main principles contained in the paper were to be 
implemented. 



3. As a result, direct employers of non medical staff whether they be NHS Trusts, 
directly managed units or FHSAs are assessing the demand for non medical staff 
training in the light of services they are contracted to provide. In consultation with 
units, FHSAs, allied agencies and the private and voluntary sectors, RHAs are 
calculating the overall demand for training and top slicing sufficient funds to ensure the 
supply of training places. 



4. Regional top slicing applies to pre-registration and pre-qualification training for 
all non medical staff and to post registration nurse training. Responsibility for funding 
post qualification training for other non medical staff groups rests with units. 



5„ Regions purchase the training places from the educational and training 
institutions on behalf of the employers. 



6. In summary, the arrangements for education and training of NHS staff now in 
force are designed to carry forward Government policy that training should be employer 
led and that it is for employers to determine the workforce they require and the 
training staff need. Increasingly, employers will use the purchase of training to 
influence its shape and content in keeping with the need/demand for training they have 
identified. 



7. These arrangements hold implications for the provision of community rare 
training for NHS staff. It will be for employers locally to decide whether they require 
staff to undertake such training and it is for them and/or those purchasing training on 
their behalf to ensure that training is made available. 
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To do tills It will be necessary for NHS employers and allied agencies to work together 
closely and for NHS employers or RHAs to ensure that sufficient funds are available. 



8, None of these arrangements are intended in any way to prevent the development 

of Joint or mult! agency approaches to community care training for NHS staff. 



*♦* 
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ANNEX M 



The Purpose and Objectives of training for Social Workers for approval 
as Approved Social Workers In England. Wales or Northern Ireland or 
for appointm ent as MentalHealth Officers In Scotland 

Extracts drawn from CCETSW Papers 19.19, 19.21, 19.23 



PURPOSE 

1. The primary purpose of the training should be geared to the needs of social 
workers who are to carry out statutory duties under the Act and who will be 
approved in accordance with the legislation. 

2. Training will need to prepare social work staff for the specific duties which 
approved social workers are required to carry out, ensure their knowledge of 
relevant legislation and procedures and their capacity to apply their knowledge 
and experience in making judgements and in working appropriately with a range 
of mentally disordered people and their relatives, having regard to the multi- 
professional aspects of the work and the influence of the cultural and ethnic 
background of clients. 

3. Training should be addressed to a role for approved social workers/mental health 
officers which is wider than reacting only to requests for admission to hospital and 
ensuring compliance with the law. Their role is also to prevent the necessity for 
compulsory admission to hospital as well as to make application where it is 
appropriate. They should have the knowledge and skills to make appropriate 
decisions in respect of both clients and their relatives and to gain the confidence 
ot colleagues in the health services with whom they are required to collaborate. 
They must b© familiar with the day to day working of an integrated mental health 
service and be able to assess what other services may be required and know how 
to mobilise them. 



OBJECTIVES 

Training programmes should enable sodai workers to obtain: 

1* detailed working knowledge of mental health and other relevant legislation 
including associated codes of practice, and the implications of these for practice. 
Certain sections of the 1983 Act are of particular importance to approved social 
workers; 

2. knowledge and understanding of the nature of mental disorder and its treatment 
in a family, social, cultural and ethnic context; 

3. knowledge and use of appropriate local resources and community networks, and 

of statutory, voluntary and private resources for the care, treatment and support 
of clients/patients and their relatives. H 

Training programmes should enable social workers to apply their knowledge, 
experience and skills in respect of: 

i. assessing the psycho-social situation of clients and recording the 

evidence for that assessment; 
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III. 



iv. 

v. 

vi. 



wit 

vi, 

ix. 



managing and containing crisis situations; 

formulating and executing social care plans, in consultation with other 
relevant professionals, including alternatives to compulsory admission to 
hospital when appropriate; 

recognising behavioural symptoms of mental illness and mental 

impairment; 



appreciating the influence of the cultural and ethnic background of 

clients; a 



carrying out responsibilities under the Act in order to ensure that due 
regard is paid to the legal rights of clients and to interpret these rights to 
the clients and their relatives; 

providing such social reports as are required under relevant legislation: 

where appropriate, making applications for compulsory admission to 
hospital in accordance with statutory procedures; 



understanding the roles and responsibilities of other professionals with 
functions under mental health legislation, being sufficiently familiar with 
the terminology they use to be able to communicate effectively with 
them, and able to make independent judgements. 
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(v) Mental disorder 

(a) The Crown Prosecution Service endorses the spirit and objectives 
of the Home Office Circular on Provision for Mentally Disordered 
Offenders (Home Office Circular No. 66/1990). Accordingly, 
where there is evidence to establish that an accused or a person 
under investigation was suffering from a mental disorder at the 
time the offence was committed, the Crown Prosecutor will observe 
the principle that prosecution will not be appropriate in the 
circumstances unless it is overridden by the wider public interest, 
including in particular the gravity of the offence. Other material 
considerations will include the circumstances of any previous 
offences, and such relevant information concerning the nature of 
the person's condition, the likelihood of his further offending, and 
the availability of suitable alternatives to prosecution as may be 
provided. 

(b) Where criminal proceedings are contemplated or have been 
instituted and the Crown Prosecutor is provided with a medical 
report to the effect that the strain of criminal proceedings may lead 
to a considerable worsening of the accused's mental health, such 
report should receive anxious consideration. This is a difficult field 
because in some instances the accused may have become mentally 
disturbed or depressed by the mere fact that his misconduct has 
been discovered and the Crown Prosecutor may be dubious about 
a prognosis that criminal proceedings will adversely affect his 
condition to a significant extent. Where, however, the Crown 
Prosecutor is satisfied that the probable effect on the defendant's 
mental health outweighs the considerations in favour of a 
prosecution in that particular case, he should not hesitate to advise 
against or discontinue proceedings. An independent medical report 
may be sought, but should generally be reserved for cases of such 
gravity as plainly to require prosecution unless the examination 
provides clear evidence that such a course would be likely to result 
in a permanent worsening of the accused's condition. The 
accused's mental state will, of course, be relevant in considering any 
issue of mens rea or fitness to plead. 
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ANNEX O 



An Action Research Project 
to Improve Access and Take-up 
of Appropriate Health and Social Services 
for Discharged Prisoners 
Suffering from a Mental Disorder. 



Supported by 



Wessex; Regional Health Authority 
Hampshire Probation Service 
Hampshire Social Services 
H.M. Prison, Winchester 
Isle of Wight Community Care Unit 
Mental Health Foundation 
Department of Health 
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An Action Research Proposal to Improve Access and Take-up of Appropriate 
Health and Social Services for Discharged Prisoners Suffering front a Mental 



Introduction 

IWs pr oposa! stems from an initiative by the Vice Chair of Wessex Regional Health 
Mr !j U:lsela S® alfi 3 r ' to 8 ather together people with an interest in improving the 
prisoners ^ “ d Cfiminal jUStiCe SyStemS ° n the S^eral health of 

Because of recent research into the numbers of mentally disordered offenders within the 
intnQ 1 ^.ste® and the prominence of the joint Home Office / Department of Health Review 
into Services for Mentally Disordered Offenders (Reed Committee), the proposal has been 
focused upon improving care for this specific client group. It is also in line with 
Government poll cy which states that mentally disordered offenders should receive care 
from the health and personal social services rather than the criminal justice system. 

Whatever the reason for mentally disordered individuals being in prison, the fact of 
imprisonment puts a severe limitation on any relationship between the individual and the 
heal th and social care services. Contact with any services being used before imprisonment 
s broken, and may not easily be re-established on discharge. Making new contacts after 

discharge is even more difficult. 



Aims of the Project 

In gener al terms, the objective of this proposal is 

" t0 im P rove the collaboration between the health and criminal justice 
systems so that access to , and take up of appropriate health and social care 
for mentally disordered offenders, after discharge from prison, is improved . " 



Access to Services 



Improved access wiU depend on two things. First, better recognition by the health and 
social care services that the criminal justice system is an important source of referrals which 
Si ould be responded to m the same way as those from general practitioners, emergency 

departments or psychiatric colleagues. h y 

Becondiy, access will depend upon recognition within the prison system of individuals 
who may benefit from referral, and the negotiation of a referral process which will operate 
effectively witiun the combined constraints of several complex organisations. The process 

is hkely to be time consuming, and the project aims to secure sufficient staff time and skills 
to make it work effectively. 



Take-up of Services 

Take up of services, and how effective they prove to be , will in part depend on how 
appropriate they are to the needs of the individual. Although the health care needs of 
prisoners may be similar to those of non-offenders with similar mental health problems, 

- 1 - 
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they will have no or poorer links with health care providers in their home locality and they 
are likely to have more extensive social care needs. For both these reasons discharged 
prisoners are particularly vulnerable to lack of health care and to serious social problems 
including homelessness either of which may, inter alia, contribute to re-offending. 

The ’care programme approach' is being developed to ensure that, in the future, patients 
treated in the community receive the health and social care they need by: 

(i) introducing more specific arrangements for deciding whether a patient referred to the 
specialist psychiatric service can, in the light of available resources and the views of 

tiie patient and, where appropriate, his/her carers, realistically be treated in the 
community; 

(ii) ensuring proper arrangements are then made, and continue to be made, for the 
continuing health and social care of those patients who can be treated in the 
community. 

Wessex Regional Health Authority has recommended to mental health providers that 
whilst the 'care programme approach' should be available to all patients, it should 
routinely apply to the following groups:- 

(i) Patients subject to Section 1 17 of the Mental Health Act; 

(ii) All patients being discharged who have been in hospital for six months or longer; 

aii) Patients being discharged where their lives have been seriously disrupted as a result 
of hospital admission, and where their move to the community could render them 
vulnerable without a programme of care, support, monitoring and review; 

(iv) Patients being treated in the community who are deemed vulnerable without a 
planned programme of care as in (iii) above. 

Whilst these recommendations are related to discharge from hospital, they are equally 
relevant for those mentally disordered offenders who are transferred /released to the com- 
munity. It is therefore proposed to support the release of prisoners back to the Wessex 
Region, by integrating them into appropriate local services, through the use of a 'care 
programme approach' framework. 



Team Membership 

The team, who will be seconded from the partnership agencies for a period of three years, 
will comprise a probation officer, a community psychiatric nurse and a social worker. It is 
hoped that a prison hospital officer will be secured from the prison service to work with 
the team in identifying potential clients, and preparing them for release. Discussions are 
ongoing regarding the prison hospital element of the Project Team. A Project Manager will 
be appointed and the project will be supported by a research officer . 



Probation Officer 

The probation officer member of the team will be social work qualified (CQSW /Diploma 
in Social Work) with experience of work in the criminal justice sector. That experience not 
only embraces court work and pre-sentence report writing skills, but also an understand- 
ing of the prison context and throughcare planning for prisoners awaiting release. Within 
the team, it is expected that the probation officer will serve as a firs t line link with probation 

- 2 - 
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colleagues who are seconded to penal establishments. This is particularly important in 
view of the changes that will take place with the Criminal Justice Act 1991 (commencement 
date 1 October 1992) concerning parole and supervised released. 

Further, it is expected that the probation officer will take his/her part with others in the 
statutory supervision of mentally disordered offenders and draw on familiar networking 
skills in terms of finding accommodation, seeking the help of volunteers, employment 
training opportunities etc. Lastly, should the mentally disordered offender re-offend, then 
it is vital that one member of the team has the necessary experience to familiarise colleagues 
with the Court setting, preparation of reports, and liaison with the police, the crown 
prosecution service and court officials. 

The probation officer is to be seconded by Hampshire Probation Service. 

Social Worker 

It is expected that the social worker seconded to the team will be experienced in working 
with people with a mental illness, of working effectively in a multi-disdplinary team and 
be able to demonstrate a high standard of professional practice. It is hoped that the 
individual would also possess specific experience in the field of forensic psychiatry and of 
working within the criminal justice system. 

The principal role of the social worker will be to provide the assessment of social care needs 
in the care programming process, and in conjunction with team colleagues to liaise with the 
social services department in the prisoner's area of residence to ensure that the appropriate 
package of care is secured before the prisoners release. 

The social worker will be seconded by Hampshire Social Services Department. 



Community Psychiatric Nurse 

The community psychiatric nurse on the project team will be a registered mental nurse, 
with at least two years post registration experience and will probably hold a Certificate in 
Community Psychiatric Nursing, 

He/ she will bring valuable the clinical skills to the team and ensure the co-ordinated 
response from the health services within the discharged prisoner's district of residence. 

The psychiatric nurse is likely to be seconded by the Isle of Wight Community Care Unit, 
and funded by Wessex Regional Health Authority. 



Project Manager 

It is widely recognised that community-based staff need supportive leadership to ensure 
that each member’s skills are utilised to the maximum. It will also be necessary for the 
assessment of discharged prisoners to be co-ordinated and for appropriate care 
programmes to be negotiated and devised with host district health authorities and local 
authorities. 

A project manager post has been advertised nationally, and he/she will be employed by 
Hampshire County Council in recognition of the lead role of local suthorities in Care in the 
Community. 

-3- 
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Research Officer 

A research officer has been commissioned, to work under the supervision of Professor 
Morgan, Director of the Bristol Centre for Criminal Justice, University of Bristol The 

research component will comprise the following activities 

• a comprehensive literature search 

• preparatory groundwork before Project becomes operational 

• describing accurately and in. detail the activities of the project team including 
operational difficulties in relation to inter-agency collaboration 

© periodical monitoring/ collation of client data 

• interim reports at the end of the forst and second year of the project 

• final report, including evaluation and interpretation for all sponsoring agencies. 



Remit of the Project Team 

The initial appointment of Project Leader and Research Officer will precede the seconded 
5 lem ^ ers ' le °J ec earn by 3 months to undertake development of the client database 
develop the operational arrangements for the Project Team, establish the necessary referral 
mechanisms and undertake further research into the effective identification of mentally 
disordered individuals within the prison population. 

statistical data from Winchester Prison suggested that almost 1000 prisoners are 
released back to Wessex anuaUy, with 80% of these being Hampshire residents. Professor 

Gunn nas suggested -that approximately 17% of the prison population may be regarded as 
mentally disordered. 

Qearly, those individuals who fall within the remit of the Special Hospitals and the 
medium secure units are more readily identified on presentation at Court Individuals who 
represent a significant threat to themselves or others are directed towards these specialised 
services, it they become enmeshed in the prison system, they can usually be successfully 
redirected out under sections of the Mental Health Act to Special Hospitals, or medium 
secure units, or managed at one of the Special Units within the prison system. The project 
■ w . 11 f< ~us its efforts upon those offenders who do not fall into the above categories 
but can be better described and identified as follows: 

(i) Individuals who have been inappropriately detained in prison, either on remand or 
following conviction, because the health and social service alternatives are insuffi- 
ciently developed or over subscribed and for whom care outside of the prison 
environment would be preferable; 

®> Peo P le for whom a custodial sentence is deemed appropriate whose illness can be 
managed equ in prison as in the community and is not deemed to be a 
contributory factor to the offending behaviour; 

uja, Indi viduals already in prison who develop a mental disorder. 

It was therefore decided to proceed with the project in phases. 

lii yvav 1 the project team will focus upon male adults preparing to leave HM Prison, 

Winchester and returning to reside in Hampshire. 

Duiji ig y ear 1, the I earn will establish a case of need regarding other client groups with the 
purpose o extending the remit of the Team to include women prisoners (Holloway and 
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Pucklechurch), young offenders and other prisons returning ex-offenders to the County of 
Hampshire. However, the Team will not refuse to assisr with young offenders in the first 
year should it be dear that an individual is in need of continuing care and support on 
release. 

The project team will not provide ongoing health or sodal services directly to the offender, 
but enable him/her to be linked effectively and comprehensively to local mental health 
teams that will support the individual in the community, and deter re-offending. 
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